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The title of this paper was chosen for 
two reasons: First, to enable me to present 
to you those fundamental facts which will 
orient you to the problems of hypertension. 
And second, to permit me to emphasize the 
necessity for fundamental research in the 
solution of the great number of problems in 
medicine which remain unsolved. The older 
methods of clinical medicine have been 
largely descriptive. They have accumulated 
a vast amount of factual information which 
has enabled us to recognize and classify 
diseases and disease syndromes. In many 
instances in the past, however, and in more 
instances in the future, the curtain of igno- 
rance and misunderstanding will be rolled 
back only by the application of the funda- 
mental disciplines of the medical sciences 
to the problem of clinical medicine. I usu- 
ally object to the use of the term “Medical 
Sciences” to distinguish physiology, chem- 
istry, bacteriology, pathology, ete. from 
clinical medicine. The term is often used in 
a condescending manner. Clinical medicine 
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can and should be as scientific as the other 
disciplines. Whatever there is of solid 
worth in clinical medicine is based upon 
these fundamental sciences. 

Further, I hope I am not presumptuous 
in emphasizing to this audience the great 
importance of both animal and clinical in- 
vestigations as essential approaches to the 
solution of clinical problems. The condi- 
tions under which these types of investiga- 
tion must go on are exacting, time-consum- 
ing and costly. Physicians may be of 
inestimable value in the education of the 
public and the loosening of the strings on 
the money bags controlled by both private 
and public sources of funds. 

I am sure that it is accurate to state that 
many of the unsolved problems of medicine 
would have been solved by now if society 
were willing to spend on these problems 
the amount that they spend on research in 
steel, plastics or petroleum. While it is the 
hard-headed business man who realizes the 
importance of research in industry and di- 
rects funds into these channels, it is the 
public that pays the bills. The public must 
therefore be educated to spend more money 
on medical research. The alternative is to 
do it anyway under the direction of some 
bureau in Washington. 

All this is by way of leading up to calling 
your attention to the recently established 
“The American Foundation for High Blood 
Pressure.” It is the purpose of this organ- 
ization to foster, encourage and support re- 
search in the field of vascular diseases, and 
to solicit and dispense funds in further sup- 
port of these purposes. In the not too dis- 
tant future, the purposes of the organiza- 
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tion will be called to your attention in some 
way. May I urge your support of this or- 
ganization in every way that you can. 

The magnitude of the problem is shown 
by the figures in Table I which are taken 
from the reports of the U. S. Bureau of the 
Census. If one totals the number of deaths 
which are reported to be due to: 

1. Intracranial lesions of vascular origin, 

2. Diseases of the coronary arteries and 
angina pectoris, 
Diseases of heart (other forms), 
Nephritis, 
High blood pressure, 
one obtains a fair idea of the number of 
deaths which are due to or are contributed 
to by hypertension. Incidentally one also 
learns the necessity for emphasizing to the 
practicing physician that he is reporting 
the cause of many deaths erroneously. The 
vast majority of the deaths in the five cate- 
gories above are most likely due to essential 
hypertension and should be so reported in- 
stead of reporting them as deaths due to 
disease of the heart, the brain or the kid- 
ney. For the five years indicated in the 
report of the U. S. Bureau of the Census, 
there is an average of only 1,662 deaths 
per year attributed to high blood pressure. 
I feel sure that there are close to that num- 
ber who die annually in New Orleans alone 
as a result of this disease. 


Ot me 


With this more accurate evaluation of 
the causes of death, one finds that approx- 
imately one-third of all deaths in the U. S. 
are due wholly or in part to essential hyper- 
tension. This disease also kills or con- 
tributes to the death of seven to eight 
times as many people as all forms of tuber- 
culosis; more than fifteen times as many 
deaths as are due to acute and chronic 
rheumatic heart disease; more than twenty- 
five times more than are caused by syphilis; 
more than four hundred times the number 
who died of poliomyelitis; approximately 
two and one-half times the number due to 
cancer and about five times the number 
due to pneumonia and influenza combined. 
If the above facts are kept in mind, and the 
amount of money now being spent on the 
study of some of the diseases mentioned 
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be compared, it will be obvious that the 
availability of much larger sums of money 
for research in vascular diseases is long 
over due. 

In spite of the importance of essential 
hypertension as a cause of sickness and 
death, and in spite of great effort which 
has been devoted to the subject in recent 
years as a result of the work of Goldblatt 
the etiology of this abnormality remains 
unknown. Attempts to define the etiology 
of essential hypertension have been direct- 
ed principally from the following view- 
points: (a) the kidney: as a source of nerv- 
ous reflexes and other mechanisms, (b) the 
vasomotor apparatus, (c) humoral] mechan- 
ism—arising in the kidney or other organs, 
(d) the kidney as a source of a substance 
which prevents the development of hyper- 
tension, and (e) endocrines. 

A. THLE KIDNEY AS THE CAUSE oF 

HYPERTENSION 

Richard Bright! first showed that renal 
disease may produce hypertension. Bright’s 
ideas regarding the relation of diseases of 
the kidney to high blood pressure were de- 
duced from his observation of the high 
degree of correlation between rena] disease 
and cardiac hypertrophy in the absence 
of intrinsic cardiac disease. His clinical 
and pathological observations founded the 
school which believes in the etiological re- 
lationship between renal disease and hyper- 
tension. This concept has been contributed 
to by other important workers in the field 
of renal diseases (Jores,- Volhard and 
Fahr*). The validity of the hypothesis of 
the renal origin of hypertension may have 
been an impetus to Goldblatt (1934,* 
1937'") whose work showed so conclusively 
that the kidney may be the origin of path- 
ological physiological processes which cause 
hypertension. Goldblatt’s results have been 
confirmed and extended. These experi- 
ments have further directed attention to 
abnormalities of the kidney as a cause of 
hypertension. The original studies of Gold- 
blatt (1934)* and co-workers focused at- 
tention on the kidney as the organ which 
may give rise to hypertension under certain 
conditions. It remained for Goldblatt and 
others, particularly Houssay and Braun- 
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Total death U. S. all causes 


Intracranial lesions of 
vascular origin 119,853 
Diseases of coronary arteries 
and angina pectoris 101,468 
Diseases of heart 
(other forms) 256.208 


LOT 351 


Nephri 


High blood pressure 


Acute rheumatic fever 


Chronic rheumatic diseases 
of heart 27,430 


Tuberculosis (all forms) 59,428 


Syphilis 19,006 


Poliomyelitis (polio- 
encephalitis) 
(all forms and sites) 


Cancel 


Fnevmonia (all forms) 
and influenza 


TABLE 


1 


CAUSES OF 


1941 


397,642 


118,584 


107,166 


252 650 


99,054 


1,640 


DEATH IN 


1 


THE UNITED 


1942 


385,187 


120,652 


113,636 


PA 985 


96,907 


1,691 


or YO 


29,2! 


57,690 


16,345 


74,532 


STATE 
1943 


1,459,544 


127,300 


120,725 


278,470 


99,267 


1,820 


1,501 


97,005 


16,263 


1,151 


LG6 818 


90,115 


1944 


1,411,338 


124,250 


124,495 


268,050 


91,687 


1,753 


TOTAL 


54,731 


14,916 


81,804 


TOTAL 


Average 


1,414,196 


99 19 
122,128 


131,143 
19,517 
1,662 


417,847 


1,573 


16,852 


981 


162.036 


80,792 


848,112 











144 


Menendez,” to elucidate the mechanism by 
which renal ischemia produces hyperten- 
sion. 

The role played by the nervous system in 
general and particularly by the nerve sup- 
ply of the kidneys in experimental hyper- 
tension due to renal ischemia has been thor- 
oughly investigated. Goldblatt, Gross, and 
Hanzal® were unable to lower the blood 
pressure of dogs, made hypertensive by 
renal ischemia, by resection of the splanch- 
nic nerves; nor were they able to prevent 
it by splanchnic resection prior to the pro- 
duction of renal ischemia. Goldblatt and 
Wartman’ found that section of anterior 
spinal roots from the sixth thoracic to the 
second lumbar inclusive did not prevent or 
reduce hypertension produced in dogs by 
partial constriction of main renal arteries. 
Page* (1935) and Collins® observed no 
change following section of the renal nerves 
in the blood pressure of experimental hy- 
pertension caused by renal ischemia in 
dogs. Even total thoracic and abdominal 
sympathectomy with cardiac denervation 
failed to prevent the development of or to 
lower the elevated blood pressures produced 
by renal ischemia (Freeman and Page’), 
Blalock and Levy'' and Glenn, Child and 
Heuer'* showed that the nerve supply of the 
kidney was not essential to the development 
of hypertension caused by renal ischemia 
by producing hypertension in dogs with 
ischemia of a transplanted kidney. These 
results have been adequately confirmed and 
it appears that the nerve supply of the kid- 
ney and the functional integrity of the 
sympathetic nervous system are not essen- 
tial to the production or maintenance of 
hypertension due to renal ischemia. The 
results of Dock and Rytand' are not in 
agreement with this, however. They found 
the brain and cord essential to the mainte- 
nance of experimental renal hypertension 
in rats. They concluded that the pressor 
substance present in the plasma of rats 
with renal hypertension has no peripheral 
vasoconstrictor action, but acts through the 
vasomotor center. Pithing the cord may be 
criticized on the grounds that this results 
in such a poor physiological preparation 
that results with such a preparation would 
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not be reliable. They showed, however, that 
epinephrine and pituitrin, known to act in 
the periphery, continued to produce tran- 
sient rises in pressure in their hyperten- 
sive rats after pressures were reduced by 
pithing. 


Goldblatt (1937)*® stated further that 
failure of surgery on the sympathetic nerv- 
ous system to alter or prevent the develop- 
ment of hypertension in the dog with renal 
ischemia tends to minimize the role of the 
vasomotor apparatus of all parts of the 
body except the kidney so far as the cause 
of hypertension is concerned. If this be 
true, the question should be raised concern- 
ing the mechanism by which the kidney 
initiates the elevation of blood pressure. 
By implication, Goldblatt apparently be- 
lieves that vasomotor impulses to the kid- 
ney are important in the genesis of hyper- 
tension. If this be so, what causes the 
abnormal vasomotor function to the kid- 
ney? Goldblatt (1937) stated also that 
failure of various surgical procedures on 
the nervous system to lower the blood pres- 
sure in experimental hypertension does not 
support the operations performed on hu- 
man beings with hypertension; but it does 
not necessarily disprove, however, the re- 
ports of beneficial effects obtained by these 
procedures in some cases of human hyper- 
tension. He emphasized that sympathec- 
tomy can not influence the silver clamp on 
the renal artery which has caused the 
ischemic kidney to produce a humoral pres- 
sor substance. He also emphasized, how- 
ever, the possibility that constricted renal 
arterioles may produce renal ischemia, and 
thereby, a pressor substance in the kidney; 
and that this arteriolar constriction might 
be relaxed by interruption of vasomotor 
impulses to the kidney with resulting cor- 
rection of renal ischemia producing the 
hypothetical pressor substance. In this re- 
gard the work of Weeks et al't should be 
mentioned. They found that unilateral 
splenorenopexy in dogs caused elevated 
blood pressures produced by renal ischemia 
to return to normal. They attributed this 
effect to the correction of renal ischemia 
by a better collateral blood supply around 
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the tubules. They found, however, that 
omentorenopexy produced only a temporary 
fall in dogs with hypertension due to renal 
ischemia. Goldberg, Rodbard and Katz" 
reported that increasing the collateral cir- 
culation to the kidney by decapsulation and 
transplantation of the kidney to a muscle 
bed led to a temporary fall in the blood 
pressure in dogs with hypertension due to 
renal ischemia. When a normal dog had 
this performed beforehand, it did not inter- 
fere with the development of hypertension 
by subsequent partial occlusion of the renal 
artery. Katz et al explained the failure of 
this procedure to lower the blood pressure 
to probable compression of the kidney by 
scar tissue. This would not appear to be 
the case inasmuch as the blood pressure 
returned to previous levels within such a 
few days after operation. Undoubtedly 
sear tissue resulted from the splenoreno- 
pexy reported by Weeks et al but the blood 
pressure fell to normal levels. Regardless 
of the mechanism involved, Katz stated 
that operations designed to increase the col- 
lateral circulation to the kidney are un- 
justified as a means of treatment of hyper- 
tension of any sort, even the so-called 
“renal” hypertension. 


Page and Heuer (1935)'*® found the 
arterial blood pressure unchanged by de- 
nervation of the kidneys in one case of 
essential hypertension. They concluded 
that this showed that nervous impulses 
originating in the kidneys did not share in 
the maintenance or genesis of hypertension. 
If this be true, it seems equally true that 
nerve impulses coming to the kidney must 
not have shared in the genesis of the hyper- 
tension unless it is assumed that too much 
organic damage had already been done by 
the time denervation was done. This ap- 
pears unlikely because this patient’s renal 
function was normal before denervation, as 
indicated by the urea clearance and concen- 
trating power of the kidneys. 


Hypertension may also be produced in 
man by renal ischemia (Leiter,'™ Free- 
man'’» and Hartley, Leadbetter and Burk- 
land,'** Boyd and Lewis,' Oppenheimer, 
Klemperer, and Moschkowitz,'** Nesbit and 


Ratliff,'“’ Blatt and Page,'** Barker and 
Walters,'*" Bartels and Leadbetter,'7! Long- 
cope,'J and Butler'**). This is evidenced by 
the association of hypertension with lesions 
which partially obstruct the renal artery or 
intrarenal circulation and by the disappear- 
ance of hypertension following the removal 
of the ischemic kidney in some instances. 
A humoral mechanism of renal origin is 
accepted as the probable cause of hyperten- 
sion in acute and chronic nephritis, chronic 
pyelonephritis, polycystic kidneys, renal 
amyloidosis, as well as in other less com- 
monly encountered renal abnormalities such 
as tumor masses which partially obstruct 
the renal artery (Fishberg) .'* 

The clinical and experimental work re- 
ferred to appears to have established that 
renal vascular disease or abnormality may 
produce hypertension. Of this conclusion, 
there should be no valid doubt. This does 
not prove, however, that essential hyperten- 
sion is produced in the same manner. 

B. VASOMOTOR ASPECTS OF ESSENTIAL 
HYPERTENSION 

Many earlier concepts of this etiology of 
essential hypertension have been based on 
this. While it is an obvious possibility, it 
has never been proved. The most that may 
be correctly said for it is that the cause of 
elevated blood pressure is compatible with 
vasoconstriction of vasomotor origin. Con- 
tributions to the possibility of a vasomotor 
etiology of essential hypertension have 
been made from diverse directions. From 
examination of pathological tissues, Gull 
and Sutton'® concluded that the diffuse vas- 
cular disease found in patients with hyper- 
tension is a primary pathological entity. 
Whether they were correct or not, their 
conclusions first stressed the non-renal 
origin of hypertension. Allbutt?° concluded 
that high blood pressure was primarily due 
to widespread vasoconstriction and that 
erganic changes in smaller vessels were due 
to persistent hypertension, from his obser- 
vations that organic arteriolar disease was 
not extensive enough to account for con- 
tinued hypertension in some patients. The 
question of the cause of the vasoconstric- 
tion was not answered. Allbutt did not be- 
lieve that the kidneys played a significant 








146 


role in the production of essential hyper- 
tension. 

The failure of investigators to find renal 
disease in a small percentage of patients 
with hypertension has supported conten- 
tions that essential hypertension is pri- 
marily a generalized vascular disease and 
that organic renal pathology is secondary 
to the vascular disease. These observations 
apparently indicate that hypertension may 
exist without a persistent anatomical expla- 
nation for renal ischemia. If renal ischemia 
exists in these cases, it must obviously re- 
sult from functional constriction of the 
renal blood supply. If this be the case, 
what produces the physiological constric- 
tion? If it is initiated by spasm, the pos- 
sible role of the sympathetic nervous system 
is an obvious, though not a proved, one. 

There is difference of opinion regarding 
the frequency with which one meets with 
hypertension which is not associated with 
significant renal pathology. Herxheimer 
and Schulz*' said that renal arteriolosclero- 
sis is found in 97 per cent of cases with 
hypertension. Bell and Clawson" stated 
that 90 per cent of patients with hyperten- 
sion with cardiac hypertrophy have renal 
arteriolosclerosis. This appears to be a 
significant fact. If only 90 per cent of 
hypertensive patients who have had the 
disease long enough to produce cardiac 
hypertrophy have renal arteriolosclerosis, 
it seems probable that many more than 10 
per cent of the cases have early hyperten- 
sion without renal vascular disease. In 
this connection, Kimmelstiel and Wilson** 
stated that it must be borne in mind that 
less than 50 per cent of cases of essential 
hypertension show a completely diffuse 
arteriolosclerosis if mechanical obstruction 
to the circulation through the kidney is to 
be considered as a contributory factor to 
the hypertension. Jaffe*' reported an in- 
crease in the diameter of the afferent 
glomerular arteriole in the early phases of 
hypertension. Fishberg'* said that an in- 
tact kidney in essential hypertension is 
uncommon. 

While the finding of hypertension un- 
associated with demonstrable renal pathol- 
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ogy appears to be generally accepted, the 
most that one can conclude from it is that 
hypertension may be due to a non-renal 
cause. Any tendency to assume that this 
non-renal cause is therefore vasomotor in 
type is not justified and certainly not 
proved. The existence of essential hyper- 
tension without renal pathology does admit 
of the possibility that it might be due to 
vasomotor causes, however. 


There are conflicting conclusions con- 
cerning the vasomotor apparatus in the 
production of essential hypertension. Older 
work emphasized the etiologic role of the 
vasomotor function in hypertension while 
much of the newer work is in disagreement 
with vasomotor etiology. Weiss and Ellis*° 
showed that the average resistance of the 
arteriolar system in patients with hyper- 
tension was twice that of normal subjects. 
The blood volume and cardiac output per 
minute were normal. While the demon- 
strated vasoconstriction is possibly of vaso- 
motor origin, there is no proof that such 
exists. Von Monakow”’ reported that vaso- 
motor centers are hyperirritable in hyper- 
tension. Hines and Brown*" obtained re- 
sults with their “Cold Stimulation Test” 
that led them to conclude that hypertension 
is due to vasomotor irritability. They re- 
ported that 98 per cent of subjects with 
essential hypertension exhibited excessive 
reactions to cold. Particularly interesting, 
from the standpoint of the present study, 
is their finding that general anesthesia 
completely obliterated the response, and 
spinal anesthesia, with sensory anesthesia 
to the nipple line or even the umbilicus, 
essentially prevented any vasomotor re- 
sponse to the application of cold. These 
results emphasize the possible importance 
of the central nervous system as a cause 
or sustaining mechanism in essential hyper- 
tension. Raab** found that patients with 
essential hypertension responded to inhala- 
tion of carbon dioxide with rises of blood 
pressure several times greater than nor- 
mal subjects. Normal responses were ob- 
tained in patients with hypertension due to 
nephritis. Mueller and Brown’s*’ observa- 
tions of the extreme fluctuations of blood 
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pressure during waking and sleeping sup- 
ported the hypothesis of the vasomotor 
etiology of essential hypertension. Miller 
and Bruger*® confirmed the work of both 
Hines and Brown and Raab by finding that 
76 per cent of patients with essential 
hypertension gave excessive responses to 
the coldpressor test, while chronic nephritis 
with hypertension responded similarly to 
normal subjects. Their results were con- 
firmed by Alam and Smirk.*! The differ- 
ence in the reactions of essential and 
nephritic hypertensives to various tests by 
Raab, Miller and Bruger, and Alam and 
Smirk supports the possible difference in 
etiology of the two conditions. This is not 
agreed to by more recent workers, who 
favor a humoral mechanism for all types 
of hypertension (Prinzmetal and Wilson) .** 


All published work does not agree that 
there is a difference in etiology of the two 
types of hypertension (“renal” and “essen- 
tial”). Pickering** concluded that hyper- 
tonus of blood vessels in essential and renal 
hypertension was not due to a nervous 
mechanism. He speculated on the possibil- 
ity of a local excess of pressor or lack of 
depressor substances in the vessels or tis- 
sues surrounding the vessels. Prinzmetal 
and Wilson*? stated that hypertonus of 
blood vessels in all forms of hypertension 
studied was independent of vasomotor con- 
trol. The conclusions of Prinzmetal and 
Wilson in coarctation of the aorta do not 
agree with those of Pickering. The former 
interpreted their results in coarctation of 
the aorta to indicate that the hypertension 
was of vasomotor origin. Pickering specu- 
lated that there was a congenital lack of 
growth of vessels as the cause of hyperten- 
sion in coarctation of the aorta. The results 
and interpretations of Pickering and of 
Prinzmetal and Wilson are in agreement 
on essential and nephritic hypertension, 
and in complete disagreement regarding 
coarctation of the aorta. Are their methods 
as reliable as they believe? 


The relation of vasomotor function to the 
etiology of essential hypertension has been 
studied to advantage by various surgical 
aitacks on the sympathetic nervous sys- 


tems of hypertensive patients in addition to 
those to which reference has been made on 
animals made hypertensive by renal ische- 
mia. Adson and Brown,"! Page and Heuer*®® 
(1935, 1937), Freyberg and Peet,** and 
Craig and Brown** have employed surgery 
on the sympathetic nervous system in the 
treatment of hypertension. All have 
claimed some success. Goldblatt (1937) *” 
stated that surgical procedures on the sym- 
pathetic nervous system which result in a 
lowering of blood pressure have only one 
thing in common—a denervation of the 
kidneys. He theorized that renal denerva- 
tion may result in a better blood supply to 
the kidneys, the resulting decrease in ische- 
mia possibly causing decreased production 
of renal pressor substance by ischemia kid- 
neys. By the same right to theorize, one 
may argue that the loss of sympathetic im- 
pulses to the kidneys is not likely to result 
in a “corrective” amount of vasodilation of 
the renal arterioles unless such impulses 
initially caused the excessive vasoconstric- 
tion of the renal arterioles. Pickering*®*® 
stated that the significance of the falls in 
blood pressure following section of splanch- 
nic nerves and removal of lumbar sympa- 
thetic chains “is in doubt until we know the 
effects of similar operations in subjects 
with normal blood pressures.” The effects 
of spinal anesthesia on normal blood pres- 
sures, which we have reported, is the near- 
est to this of which we are aware. 

It is theoretically conceivable that es- 
sential hypertension may be initiated by 
excessive vasomotor impulses and the 
persistently elevated pressure results in 
anatomical change in the renal arterioles 
that causes ischemia which produces @ 
pressor substance in the kidney. Renal 
ischemia as the cause of experimental hy- 
pertension in animals and one which may 
operate in human beings has been dis- 
cussed. 


The literature is conflicting concerning 
the role played by the vasomotor function 
in the production of essential hypertension. 
While some abnormality of the vasomotor 
function is an attractive possibility, and the 
literature cited above is partially in con- 
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formity with this possibility, no conclusive 

proof is available that this is the cause of 

essential hypertension. 

Cc. HUMORAL MECHANISM FOR PRODUCTION OF 
HYPERTENSION 

Certain abnormalities of the adrenal 
medulla and the adrenal cortex are known 
to be associated with a hypertensive state 
in patients. Surgical removal of these ab- 
normalities usually causes the hypertension 
to return to normal levels. It is not be- 
lieved, however, that these conditions are 
the cause of “essential hypertension” 
(Fishberg). 

The work of Goldblatt et al (1934),* 
confirmed and extended by many, has 
directed attention to the humoral mechan- 
ism involved in the production of experi- 
mental hypertension in animals by renal 
ischemia. Kohlstaedt, Helmer and Page 
(1938,** 1940*°), and Plentl'® and Page 
have made significant contributions to the 
problem of specific humoral substance 
which may be involved with work on “an- 
giotonin.” Goldblatt (1937)*” has also sug- 
gested, on the basis of experimental evi- 
dence, that the adrenal cortex and pituitary 
may play a part in the development of ex- 
perimental hypertension produced by renal 
ischemia. This has been confirmed by 
Blalock and Levy.'' This effect may be due 
to the general systemic requirements of 
these substances for health rather than to 
any specific relationship. Although newer 
experimental evidence supports a humoral 
mechanism as a possible cause of hyperten- 
sion, and the clinical evidence previously 
mentioned supports the belief that hyper- 
tension due to renal ischemia does occur in 
human beings, the literature is confusing 
regarding attempts to isolate a pressor sub- 
stance from the blood or tissues of patients 
with hypertension. 

Much effort has been given to study of 
the humoral substance which is probably 
the cause of experimental hypertension due 
to renal ischemia and which may possibly 
be the cause of essential hypertension. 
Kohlstaedt, Helmer and Page (1938,°5 
1940**), and Plentl and Page reported 
that the substance produced by the ischemic 
kidney in experimental hypertension and 
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probably by the patient with essential hy- 
pertension is renin which is activated by 
a globulin fraction of blood plasma, called 
“renin-activator,” to form “angiotonin.” 
Tigerstedt*! discovered renin in the normal 
kidney many years ago. Page and his col- 
laborators have crystallized angiotonin. 
They have also studied a purified renin and 
renin activator and concluded that the ac- 
tivation is enzymatic (Plentl and Page). 
Contrary to an earlier publication, they 
concluded recently (1943) that renin is the 
enzyme and “renin activator” is the sub- 
strate. 


The literature is conflicting regarding 
pressor compounds in the blood of hyper- 
tensive patients or in the blood of animals 
made hypertensive by renal ischemia. 
Danzer, Brody and Miles*? reported that 
the blood of patients with hypertension con- 
tained a pressor substance not found in 
rabbit’s blood or in the blood of patients 
with normal blood pressure. Curtis, Man- 
crieff, and Wright* duplicated the work of 
Danzer et al but found no pressor substance 
in the blood of patients with hypertension. 
Both investigations may be criticized be- 
cause blood of human beings was injected 
into an animal of another species, the cat. 
Rohn" claimed that he had demonstrated 
a pressor substance in an alcoholic, protein- 
free extract of citrated blood from “pale” 
hypertensives (nephritics) , but that similar 
extracts of blood of both normal individuals 
and “red” hypertensives (essential hyper- 
tension) produced a fall in blood pressure. 
He, too, injected extracts of human blood 
into an animal of a heterologous species. 
De Wesselow and Griffiths'® were unable 
to confirm Bohn’s results. They could ad- 
duce no evidence of a pressor substance in 
the blood of patients with essential hyper- 
tension. Ultrafiltrates from plasma showed 
no effect with the exception of a slight 
pressor effect produced by an ultrafiltrate 
of blood from a patient with chronic 
glomerulo-nephritis with slight renal fail- 
ure. Aitken and Wilson‘ were also unable 
to confirm the claim of Bohn that bloods of 
“pale” hypertensive patients contained a 
pressor substance. Page (1935) ** reported 





il- 
le 
of 


ed 





GREGORY—Symposium on Hypertension 149 


that blood and cerebrospinal fluids of nor- 
mal individuals and ascitic fluids contained 
a pressor substance. He could not demon- 
strate any increase of this pressor sub- 
stance in the blood or cerebrospinal fluids 
of patients having hypertension. Interest- 
ingly, he observed that the medulla and 
spinal cord were essential for the produc- 
tion of this pressor effect. Fasciolo, Hous- 
say, and Taquini‘* stated that blood from 
the renal vein of a dog’s ischemic kidney 
contains more pressor substance than blood 
which had passed through a dog’s normal 
kidney. They used a perfusion technic on 
the South American toad. Using frogs, 
bullfrogs, and toads from the southern part 
of the United States of America, Mason and 
Rozzell*® were unable to confirm the results 
of Houssay and co-workers. The use of such 
widely different species as the dog and the 
frog is again open to criticism. Page 
(1940),°° using the perfused rabbit’s ear, 
stated that “since vasoconstriction occurs 
under the same experimental conditions 
with plasma from both hypertensive pa- 
tients and dogs, this is considered cogent 
evidence in favor of the view that the 
chemical mediator of both is similar and is 
possibly angiotonin.” 

While the methods used are perhaps open 
to question on the grounds mentioned, the 
results of injecting blood, plasma, or ex- 
tracts of blood and of plasma from hyper- 
tensive patients into other animals have 
failed to demonstrate conclusively the pres- 
ence of a pressor substance in the blood 
hypertensive patients. 

The possible production of a pressor 
substance by hypertensive patients and ani- 
mals has been studied with extracts of kid- 
neys. Prinzmetal and Friedman" reported 
considerable variation in the results ob- 
tained from injecting extracts of kidneys 
from patients with high blood pressures. 
Although there was overlapping, the aver- 
age rise of blood pressure from extracts of 
the former was 12 millimeter of mercury 


while the average rise from the latter, 


group was 28 millimeters of mercury when 
identical amounts of the two different ex- 
tracts were injected into dogs. They also 


studied extracts from the kidneys of dogs 
in which one kidney was made ischemic. 
The other kidney was not disturbed. In 11 
of 14 dogs the extract from the ischemic 
kidney contained a greater amount of 
pressor substance than an extract from the 
normal kidney. Harrison, Blalock and 
Mason* obtained similar results with dogs 
made hypertensive by both renal ischemia 
and ureteral ligation. Landis** found no 
evidence that extracts of kidneys from pa- 
tients with benign hypertension or chronic 
glomerulonephritis contained any greater 
amount of pressor substance than did ex- 
tracts of normal kidneys. Extracts from 
kidneys of patients with malignant nephro- 
sclerosis produced slightly greater pressor 
effects. 

Published evidence indicates that ische- 
mic kidneys of hypertensive dogs contain 
a greater amount of pressor substance than 
do normal kidneys of dogs. An excessive 
amount of pressor substance in the kidneys 
of hypertensive patients has not been dem- 
onstrated. This may be due to post mortem 
destruction before or during the prepara- 
tion of the extract. The evidence concern- 
ing a pressor substance in the blood of 
hypertensive dogs is still too conflicting to 
permit of any conclusions. 

An important contribution is the report 
of Pickering who observed no effects on 
the blood pressures of anemic patients as 
a result of transfusing them with as much 
as 600 cc. of blood from hypertensive pa- 
tients. Pickering raises an obvious criti- 
cism that a pressor substance may be 
present in the blood but that it may be 
quickly destroyed or diluted with resulting 
lack of pressor effect. He believed, how- 
ever, that the methods he used controlling 
the lapsed time properly answer this criti- 
cism. He concluded that his results are 
opposed to the idea that essential hyperten- 
sion is due to an excess of pressor substance 
in the circulating blood. 

Convincing evidence has been adduced 
that hypertension produced by renal ische- 
mia is due to a circulating pressor sub- 
stance formed in the ischemic kidney. There 
is no convincing proof, however, that es- 











150 


sential hypertension is due to or associated 
with the circulation of a pressor substance 
in the blood of such patients. In summary, 
it has been stated “the results of various 
experiments indicate that this type of ex- 
perimental hypertension (renal ischemia) 
is due primarily to a humoral and not to a 
nervous mechanism initiated by the ische- 
_ mia of the kidneys” (Goldblatt, 1937). The 
literature is in complete agreement with 
this. It must be emphasized, as Goldblatt 
has done, that while this may also be the 
cause of essential hypertension; and, as 
Prinzmetal and Wilson contend, of all types 
of hypertension, the conclusion is valid only 
so far as the hypertension associated with 
proved renal ischemia is concerned. 

Study of the effect of spinal anesthesia 
on the levels of blood pressures in patients 
with essential hypertension has produced 
data which do not support a humoral 
mechanism as the cause of essential hyper- 


tension. 

D. THE KIDNEY AS A SOURCE OF ONE OR MORE 

SUBSTANCES WHICH PREVENT THE DEVELOPMENT 
OF ELEVATED BLOOD PRESSURE 


Grollman* has been a chief contender 
for the idea that the reninhypertensin 
mechanism is not the cause of the eleva- 
tion of blood pressure even in experimen- 
tal animals with renal ischemia. He be- 
lieves that renin is not produced by the 
normal or ischemic kidney but that it rep- 
resents a product of tissue damage due 
to rough handling, or changes in extracts 
due to prolonged standing. 

Grollman*® is also responsible for the 
concept that elevation of blood pressure 
in experimental renal ischemia, as well 
as in hypertensive man, is due to the fail- 
ure of the abnormal kidney to elaborate 
a substance (produced by the normal kid- 
ney) which prevents the development of 
hypertension. While this is an interesting 
point of view and one which deserves 
further confirmation and_ elucidation, 
there is little evidence as yet to support 
it. 

E. ENDOCRINE CAUSES OF ILYPERTENSION 

Much work has been directed at deter- 
mining the influence of the endocrine 
glands on the blood pressure. While there 
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is an accepted etiological relationship of 
pheochromocytomas of the adrenal me- 
dulla and of tumors of the adrenal cor- 
tex in so-called Cushing’s syndrome to 
the elevation of the blood pressure, there 
is no well defined evidence as yet that 
this gland is etiologically related to essen- 
tial hypertension. There is suggestive 
evidence that the adrenal cortex may be 
necessary for the development of hyper- 
tension due to renal ischemia. 

There is no sound evidence that the 
other glands of internal secretion are in 
any way related to the cause of experi- 
mental or essential hypertension in man. 
APPLICATION OF NEWER KNOWLEDGE TO TIE 

TREATMENT OF HYPERTENSION 

It will be the purpose of this aspect of 
the paper to call attention to the proced- 
ures which have been found to be of def- 
inite value and to other methods of treat- 
ment which are currently in the spot light 
and from which success might be ex- 
pected because of the rational basis of 
the method. 


A. THERAPEUTIC METHODS WHICIE DEPENID UPON 
THE RENAL ORIGIN OF HYPERTENSION 


1. Unilateral renal disease. It appears 
definitely established that unilateral kid- 
ney disease may cause hypertension. This 
may be due to unilateral pyelonephritis, 
tuberculosis, hydronephrosis, nephropto- 
sis, tumors (Wilm’s) partial thrombosis of 
main renal artery, etc. Unfortunately too 
much enthusiasm for this originally re- 
sulted in the needless sacrifice of kidneys 
and in some cases precipitated a rapidly 
fatal end. The benefits of unilateral neph- 
rectomy or nephropexy appear to be be- 
yond doubt. Nevertheless, the number of 
cases which will be benefited is very 
small. It is essential that a suspected can- 
didate for such treatment be subjected to 
rigorous urologic examination in order to 
avoid mistakes. Schroeder and Fish have 
proposed the following criteria for the 
selection of patients for unilateral neph- 
rectomy for relief of hypertension. 

a. Hypertension must be of recent origin 
(two years or less). 

b. The renal lesion must be confined to 
one kidney and must have produced di- 
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minution in the function of this kidney. 

c. Combined renal function of both 
kidneys (urine concentration and urea 
clearance tests) must be within normal 
limits. 

d. Retinitis should be absent and 
changes in the retinal vessels minimal. 

e. The arterial blood pressure must be 
persistently elevated. 

It is reasonable to suspect the possi- 
bility of unilateral renal disease in all 
cases of hypertension. But it is essential 
that undue enthusiasm not result in use- 
less surgical procedures. 

2. Coarctation of the aorta—surgically 
relieved by anastomosis. 

3. Attempts to influence the humoral 
mechanisms involved. 

Munoz and collaborators have pointed 
out the following possibilities: 

1. Suppression, diminution or inactiva- 
tion of renin. 

2. Inhibition of reaction between renin 
and hypertensinogen. 

3. Diminution of the amount of hyper- 
tensinogen. 

4. Inhibition of the action, or destruc- 
tion, of hypertensin by an increase in the 
amount of activity of hypertensinase, or 
some other agent capable of accomplish- 
ing this. Procedures 1 and 4 have received 
the most attention. 

Extracts of kidney were used empiri- 
cally in the treatment of hypertension 
long before persistent hypertension was 
produced in animals. The first attempts 
to apply this method of treatment to both 
experimental and clinical hypertension 
were made by Harrison and coworkers.” 
Their use was based upon the concept 
that the normal kidney produced a sub- 
stance capable of destroying the pressor 
substance elaborated by the abnormal 
kidney. 

Page et al.** »% ©. 6! have used kidney 
extracts parenterally in both animals and 
man; and have tried to correlate its ef- 
fects with the amount of hypertensinase 
in the extracts, which has been questioned 
by Schales.*? Harrison, Grollman and Wil- 
liams** have also shown that hyperten- 


sinase was not required for the antipres- 
sor effects of their renal extracts which 
they claimed to be effective in man and 
experimental animals given orally or in- 
tramuscularly. 

Numerous investigators™: “°° have 
claimed that any anti-pressor effects ob- 
served with kidney extracts are due to 
non-specific local and systemic effects of 
various organic compounds in the ex- 
tracts. 

The failure of these methods to result 
in any further progress in the number of 
years since they were introduced at least 
emphasized the difficulties involved in 
this type of work; and probably indicates 
that this approach has little to offer in 
the future. We still do not have anything 
in a small bottle that is the answer to the 
problem of hypertension. - 

Inasmuch as renin is a protein it might 
be expected that its repeated injection 
would result in the production of an anti- 
body. In significant studies Wakerlin*®>** 
has demonstrated that the injection of 
renin from various heterologous species 
into the dog will prevent development of 
experimental hypertension, as well as 
lower elevated pressure in experimental. 
animals. 

In view of the fact anti-renin must be’ 
produced by injection of renin from an- 
other species, and its possible anaphylac- 
tic implications in man, this important 
possible approach to the problem in man 
has not gone forward. 

The possibility of a deficiency of the’ 
heat stable fraction of vitamin B complex 
which Calder“: * has proposed as a cause 
of hypertension needs extensive confirma- 
tion. 

The claims for vitamin A in the treat- 
ment of hypertension have been success- 
fully disputed. Grollman, however, be- 
lieves that various fish liver oils contain 
a substance, enhanced by oxidation, 
which may be identical with the sub- 
stance previously described by him™ in 
renal extracts to be orally effective in 
hypertensive animals and man. This: 
needs extensive confirmation, and as yet- 
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has no application to the ordinary clinical 
management of hypertension. There is, 
as yet, no readily available source of this 
material. 

Grollman™ has again revived the use 
of the low sodium intake as a result of 
some of his experimental work. He em- 
phasizes that the sodium must be less 
than 1.0 gram daily. This is difficult to 
achieve. The significance of his observa- 
tions remains to be confirmed and ex- 
plained. From some of our incomplete 
observations, it is doubtful that this has 
much to offer. 

The benefits of a special rice diet rec- 
ommended by Kempner™ in the treatment 
of hypertension in man has not been con- 
firmed. 


B. METHODS OF TREATMENT BASED UPON THE 
eNEUROGENIC CONCEPT OF THE ETIOLOGY OF 
HYPERTENSION 


One of the undisputed facts concerning 
hypertension is that the elevated blood 
pressure is due to increase in the peri- 
pheral resistance in the circulatory bed at 
the arteriolar level. The evidence for both 
the humoral renal mechanisms and the 
neurogenic factors have already been re- 
ferred to. Most of the evidence support- 
ing the renal origin of hypertension has 
been from animal experimentation, al- 
though this occurs in certain cases of 
renal disease in man. 


The evidence supporting the neuro- 
genic cause of hypertension is both ex- 
perimental and clinical in nature, and is 
both negative and positive. My cowork- 
ers™ and I have failed to find any evi- 
dence of an increase in pressor substances 
in the blood of patients with essential 
hypertension. Specifically we have failed 
to find any increase in the blood of hyper- 
tension (angiotonin). Dexter and Haynes™ 
have likewise failed to find an increase 
of renin in the blood of patients who have 
chronic hypertension; although they have 
found an increase of renin in the blood of 
patients with acute nephritis and eclamp- 
sia. Ogden has adduced evidence to in- 
dicate that rats may develop hyperten- 
sion which is of renal origin, but after a 
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certain lapse of time appears to become 
neurogenic in character. 

We have made extensive investigation 
of the effects of spinal anesthesia on the 
blood pressure of hypertensives and have 
found: 

1. Marked falls in both systolic and 
diastolic pressures. 

2. This fall occurs almost immediately. 

3. In animals with renal hypertension 
the blood pressure does not fall for a mat- 
ter of four to six hours after removal of 
the offending kidney. 

4. During the spinal anesthetic induced 
fall of blood pressure in human hyperten- 
sives one may still readily cause rise in 
blood pressure by the intravenous injec- 
tion of a number of pressor substances, 
including angiotonin (hypertensin). 

5. There is no constant time relation- 
ship between falls in venous and arterial 
pressures induced by spinal anesthesia in 
human hypertensives. 

6. The arterial pressure usually falls 
first—indicating that a decrease in car- 
diac output is probably not the cause of 
the decreased arterial pressure. 

7. This is further supported by the fall 
in diastolic, as well as systolic pressures. 

We believe that these and other data 
support the neurogenic etiology or neuro- 
genic component of essential hyperten- 
sion in man. 

The neurogenic hypothesis is, of course, 
the rational basis for the use of the var- 
ious types of sympathectomy now being 
employed. Of these, the Smithwick oper- 
ation, which employs the supra-and sub- 
diaphragmatic section of sympathetics is 
probably the best. 

One needs to urge every precaution in 
the rigid selection of subjects for this 
operation. Age, reasonably normal renal 
function (concentration test, urea clear- 
ance and PSP excretion tests), satisfactory 
cardiac function (no failure), and evi- 
dence of adequate reversibility of the 
blood pressure, as shown by marked spon- 
taneous falls in pressure, and marked 
falls under sodium amytal sedation, and 
spinal anesthesia, are all important fac- 
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tors in selecting the candidate for the 
operation. In spite of rigid selection of 
patients, the operation is not always suc- 
cessful in producing a satisfactory to ex- 
cellent fall in arterial pressures will have 
a recurrence of their hypertension within 
a few months to few years. The cause for 
this needs further elucidation. 


The neurogenic concept of the cause of 
hypertension is also the basis for the use of 
such sympathicolytic substances as the 
tetraethylammonium compounds in the se- 
lection of patients for sympathectomy. This 
phase of the subject is still in the investiga- 
tive stage. There is nothing which is of 
immediate applicability to therapy in this 
field. 

SUMMARY 

In summary the cause of “essential hy- 
pertension” remains to be defined. At this 
time, the renal and neurogenic mechanisms 
appear to offer the most fruitful directions 
along which further work should be done. 
Goldblatt has been one of the strongest pro- 
ponents of the renal origin of the disease. 
Yet he has recently said: “In the event 
that the renal origin of this form of human 
hypertension should become established, it 
would still be necessary to determine the 
cause of the arterial and arteriolar sclerosis 
which, when it affects the kidneys to a suf- 
ficient degree, initiates the humoral mech- 
anism of the hypertension.” 

A rational and curative treatment of the 
disease will, no doubt await the definition 
of the cause. In spite of intensive efforts 
of many workers for the past 15 years, the 
answer is not available. Continued inten- 
sive efforts must go on to the eventual solu- 
tion of one of the most serious diseases with 
which we are confronted. 

BIBLIOGRAPHY 

1. Bright, Richard: Guy's Hosp. Reports, 1:580, 1836. 

2. Jores, L.: Virchow’s Arch. f. Path. Anat., 178 :367, 
1904. 


3. Volhard, F. and Fahr, T.: Die Brightsche Nieren- 
krankheit, Berlin, Julius Springer, 1914. 

4a. Goldblatt, H., Lynch, J., Hanzal, R. F. and Sum- 
merville, W. W.: Studies on experimental hypertension. 
I. The production of persistent elevation of systolic blood 
pressure by means of renal ischemia. J. Exp. Med., 59 :347, 
1934, 

4b. Goldblat, H.: Studies on experimental hypertension. 
III. The production of persistent hypertension in monkeys 
(Macaque) by renal ischemia, J. Exp. Med., 65 :671, 1937. 

5. Houssay, B. A. and Braun-Menendez, E.: Role of 


v 


renin in experimental hypertension, Brit. Med. Journ., 
2:179, 1942. 

6. Goldblatt, IL, Gross, J., Hanzal, R. F.: Studies on 
experimental hypertension. II, The effect of resection of 
splanchnic nerves on experimental renal hypertension. J. 
Exp. Med., 65:253, 1937. 

7. Goldblatt, H. and Wartman, W. B.: Studies on 
experimental hypertension. VI. The effect of section of 
anterior spinal nerve roots on experimental hypertension 
due to renal ischemia. J. Exp. Med., 66 :527, 1957. 

8. Page, I. H.: a. The relationship of the extrinsic 
renal nerves to the origin of experimental hypertension. 
Am. J. Physiol., 112 :166, 1955. 

9. Collins, D. A.: Hypertension from constriction of 
the arteries of denervated kidneys. Am. J. VPhysiol., 
116 :616, 1936, 

10. Freeman, N. E. and Page, I. Hl.: Uypertension 
produced by constriction of the renal artery in sympa- 
thectomized dogs. Am. Heart Jour., 14:405, 1957. 

11. Blalock, A. and Levy, 8. E.: Studies on the etiology 
of renal hypertension. Ann. Surg., 106 :826, 1937. 

12. Glenn, F., Child, C. G. and Ileuer, G. J.: Produe- 
tion of hypertension by constricting the artery of a single 
transplanted kidney. Ann, Surg., 106:848, 1957. 

13. Dock, W. and Rytand, D. A.: Absence of vasocon- 
strictor substance in blood of rats with renal hypertension. 
Proc, Sce. Exp. Biol. and Med., 32:374, 1984-35. 

14. Weeks, D. M., Steiner, Alfred, Mansfield, James 
and Victor, Joseph.: The depressor effect of splenoreno- 
pexy on hypertension due to renal ischemia. J. Exp. Med., 
72 :345, 1940. 

15. Goldberg, 8., Rodbard, S. and Katz, L. N.: In- 
creased collateral blood supply to the kidney in renal 
hypertension. Surg., 7:S869, 1940. 

16. Page, I. H. and Heuer, G. J.: The effect of renal 
denervation on the level of arterial blood pressure and 
renal funciion in essential hypertension. J. Clin. Invest., 
14:27, 13595. 

17a. Leiter, Louis: Unusual hypertensive renal disease. 
Jour. Am. Med, Assn., 111:507, 1958. 

17>. Freeman, G. and Hartley, G. Jr.: Hypertension 
in a patient with a solitary ischemic kidney. Jour. Am. 
Med. Assn., 111:1159, 1938. 

l7c. Leadbetter, W. F. and Burkland, C. E.: Hyperten- 
sion in unilateral renal disease. J. Urol., 59:611, 1938. 

17d. Boyd, C. H. and Lewis, L. G.: Nephrectomy for 
arterial hypertension. J. Urol., 59:627, 1938. 

17je. Oppenheimer, B. 8., Klemperer, P. and Moschko- 
witz, L.: Evidence for the Goldblatt mechanism of hyper- 
tension in human pathology. Tr. Assn. Am, Vhys., 54 :69, 
1959. 

17f. Nesbit, R. M. and Ratliff, R. K.: Uypertension 
associated with unilateral nephropathy. J. Urol., 43 :427, 
1940, 

ljg. Blatt, E. and Page, I. H.: Hypertension and con- 
striction of the renal arteries in man: Report of a case. 
Ann. Int. Med., 12 (part 2), 1690, 1959. 

ivi. Barker, N. W. and Walters, Waltman: MHyper- 
tension associated with unilateral chronic atrophic pye- 
lonephritis: Treatment by nephrectomy. Proc. Staff Meet. 
Mayo Clin., 13 :118, 1928. 

17i. Bartels, E. CC. and Leadbetter, W. F.: Hyperten- 
sion associated with unilateral noninfected hydronephrosis 
treated by nephrectomy Lahey Clin. Bull, 1:17, 1940. 

17j. Longeope, W. T.: Scientific contributions in honor 
of Joseph Hersey Pratt, Lancaster, 1937, p. 213. 

17k. Butler, A. M.: Chronic pyelonephritis and arterial 
hypertension. J. Clin, Invest., 16:889, 1937. 

18. Fishberg, Arthur M.: Hypertension and Nephritis, 
Lea and Febiger, Philadelphia, 1939, p. 263. 

19. Gull, W. W. and Sutton, H. G.: On the pathology 
of the morbid state commonly called “Chronic Bright's 
Disease with Contracted Kidney.” Med. Chir. Tr., 55 :273, 
1872. 

20. Allbutt, T. C.: Disease of the arteries, including 
angina pectoris, London, Macmillan and Company, 1915, 
Vol. I. 

21. Herxheimer, G. and Schultz, K.: 





Ubersichten 








154 


Slatistiches zum Kapitel Bluthochdruck, Herzhypertrophie, 


nierenarteriolsklerose, Gehirnblutung nach anatomischen 
Lefunden. Klin Wechnschr., 10 :485, 131. 
2”. Bell, E. T. and Clawson, B. J.: Primary tessential) 


A study of four hundred twenty-four cases. 
5 :939, 1928 


hypertension. 
Arch. Path., 


23. Kimmelstiel, P. and Wilson, C.: Benign and malig- 


nant hypertension and nephrosclerosis. A clinical and 
pathological study. Am, J, Path., 12:45, 1936, 

°4. Jaffe. R. H.: The vaseular changes of the kidney 
in hypertension. Am. J. Med. Sc., 169:S88, 1920. 

25. Weiss, S. and Ellis, L. B.: The quantitative aspects 
and dynamics of the circulatory mechanism in arterial 
hypertension. Am, Heart Jour., 5:448, 1920-30. 

26. von Monakow, P.: Blutdrucksteigerung und Niere, 
Deutsches Arch. f. Klin. Med., 155 :120, 1920, 


27. Hines, E. A. and Brown, G. E.: A standard test 
for measuring the variability of blood pressure: Its signif- 
index of the prehypertensive state. Ann. 


29 9 
1933-34. 


icance as an 
Int. Med., 7 :209, 

28. Raab, W.: Central 
bution to the problem of essential hypertension. 
Med., 47:727, 1931. 

29. Mueller, 8S. C. and Brown, G. E.: Hourly 
in blood pressure in persons with normal and 
pressures, Ann. Int. Med., 3:1190, 1959-40. 

30. Miller, J. H. Bruger, M.: The 
reaction in normal subjects and in patients with primary 
(essential) and secondary (renal) hypertension. Am, 
Heart Jour., 18:329, 1939. 

31. Alam, M. and Smirk, F. H.: Blood pressure raising 
reflexes in health, essential hypertension, and renal hyper- 
Clin, Sc., 3:259, 1987-38. 

32. Prinzmetal, M. and Wilson, C.: The nature of the 
peripheral resistance in arterial hypertension with special 
reference to the vasomotor system. J. Clin. Invest., 15 :63, 
1936. 


irritability. Contri- 
Arch. Int. 


vasomotor 


rhythms 
elevated 


and cold-pressor 


tension. 


33a. Pickering, G. W.: a. 
blood from patients with essential 
human subjects. Clin. Se., 2:185, 

33b. Pickering, G. W.: b. The 
persistent arterial hypertension. Clin. 

34. Adson, A. W. and Brown, G. E.: Malignant Hyper- 
tension. Report of a case treated by bilateral section of 
anterior spinal nerve roots from sixth thoracic to the 
second lumbar inclusive. J. A. M. A., 102:1115, 1954. 
Page, I. H. and Heuer, G. J.: The effect of renal 
denervation on the level of arterial blood and 
renal function in essential hypertension. J. Invest., 
14:27, 1955. 

Page, I. H. 
essential 


The effect of introducing 
hypertension into other 
1935-36, 

peripheral resistance in 
Se., 2:209, 1935-36. 


35a. 
pressure 


and Heuer, G. J.: A 


; surgical treat- 
hypertension. J. Clin, 


Invest., 14:22, 


35b. 
ment of 
1935. 
The effect of the 
patients with 


and Peet, M. M.: 
splanchnicectomy in 
Invest., 16:49, 1937. 


Unilateral and 


36. Freyberg, R. H. 
kidney of bilateral 
hypertension. J. Clin. 


37. Craig, W. McK. and Brown, G. E.: 


bilateral resection of the major and minor splanchnic 
nerves. Arch. Int. Med., 54:577, 1954. 

38. Kohlstaedt, K. G., Helmer, O. M. and Page, I. H.: 
Activation of renin by blood colloids, Vroe. Soc. Exp. 


Biol. and Med., 39 :214, 1938. 


39. Kohlstaedt, K. G., Helmer, O. M. and Page, I. H.: 


The activation or renin by blood. Am, Heart Jour., 19:92, 
1940. 
40a. Plentl, A. A. and Page, I. H.: a. The enzymatic 


nature of angiotonin formation from renin and renin acti- 


1943. 
and Davis, W. W.: 
Biol. Chem., 147 :143, 


vator. J. Biol. and Chem., 147 :155, 

40b. Plentl, A. A., Page, I. H., 
b. The nature of renin activator. J. 
1943. 


41. Tigerstedt, R. and Bergman, P. G.: Niere und 





GREGORY—Symposium on Hypertension 


Skand. Archiv. fur 


Physiclogie, 7-8: 


Kreislauf. 

1897-98. 
42. Danzer, C. S., Brody, J. G. and Miles. A. L.: On 

the existence of a pressor substance in the blood of clinical 


cases of hypertension. Proc. Soc. Exp. Bici. and Med., 
23 :454, 1925-26. 
43. Curtis, F. R., Moncrieff, A. A. and Wright, S.: 


The supposed presence of a pressor substance in the blood 


of patients with high blood pressure. Jour. Path. and 
gact., 30:55, 1927. 
44. Bohn, H.: Untersuchungen zum Meéecthanismus des 


blassen Hochdrucks. I. Mitteilung: Gefassverengernde 
stoffe im Blute beim blassen Hochdruck. Z. f. Klin. Med., 


119:100, 19382. 
45. de Wesselow, O. L. V. S. and tsriffiths, W. J.: 
On the question of pressor bodies in the blood of hyper 
subjects. Brit. Jour. Exp. Path. .15:45, 1934. 
46. Aitken, R. S. and Wilson, C.: An attempt to demon 
strate a pressor substance in the blood in malignant hyper 
tension. Quart. Jour. Med., 28:(N.S.4:17%, 1935. 
47. Page, I. H.: b. Pressor substances 
fluids of man in health and disease. J. 


1935. 


tensive 


from the body 
Exp. Med., 61 267, 


48. Fasciolo, J. C., Houssay, B. A. and ‘Taquini, A. C.: 
The blood pressure raising secretion of the ichaemic kid 
ney. J. Physiol... 94 :281, 1938. 

49. Mason, M. F. and Rozzell, J. D.: Attempts to demon 
strate vasopressor properties in the serum of hypertensive 
dogs. Proc. Soc. Exp. Biol. and Med., 42 :142, 1939. 

50. Page, I. H.: The vasoconstrictor action of plasma 
from hypertensive patients and dogs. J. Exp. Med., 72 :301, 
1940. 

51. Prinzmetal, M. and Friedman, B. effects 
of kidney extracts from patients and dogs with hyperten 
sion. Proc. Soe. Exp. Biol. and Med., 35 :122, 1936-37. 

52. Harrison, T. R., Blalock, A. and Mason, M. F.: 
Effects on blood pressure of injection of kidney extracts 
of dogs with renal hypertension. Proc. Soc. Exp. Biol. 
and Med., 35:38, 1936. 


Pressor 


53. Landis, E. M.: Hypertension and the presser activity 
of heated extract of human kidneys. Am. J. Med. Sc., 
202 :14, 1941, 

o4. Grollman, A., T. R. Harrison and J. RK. Williams, 


Jr. Am. Assn. Adv. Sci., 13:274, 1940. 

55. Williams, J. R., Jr., A. Grollman and T. 
rison. Arch. Int. Med., 67:895, 1941. 

o6. Munoz, J. M., EF. Braun-Menendez. J. ¢ 
and L. F. Leloir,. Am. J. Med. Seci., 200 :60s, 
Grollman, A., T. R. Harrison and J. 
Jr. J. Pharmacol. and Exper. 

57b. Grollman, A., T. R. 
Jr. Fed. Proc., 1:34, 1942. 


R. Har- 


Fasciolo 
1940, 
kK. Williams. 
Therap., 60-149, 1940. 
Williams, 


57a. 


Harrison and J. k. 


Harrison and J. KR. Williams. 


Physiol., 139 :293, 1943. 


Grollman, A., T. R. 
Jr. Am. J. 


dTe. 


57d. Grollman, A., J. R. Williams, Jr. and T. R. Har- 
rison, J. A. M. A., 115:1169, 1940. 
57e. Grollman, A. J. R. Williams, Jr. and T. R. Ilar 


Biol. 15t:115, 1940. 
57f. Harrison, T. R., A. Grollman 

Jr. Am. J. Physiol., 128 :716, 1939. 
o8. Page, I. IH. Am, Assn. Ady. Se., 15 :28¢, 
oo. Page, I. H., O. M. Helmer, K. G. 

Fouts and G. F. Kempf. J. 


rison. J. Chem., 


and J. R. Williams, 
1940. 
Koblstaedt, P. J. 
Exper. Med., 78:7, 1941. 

60, Page, I. H., O. M. Helmer, K. G. Kohlstaedt, P. J. 
Fouts, G. F. Kempf and A. C. Corcoran. Proc. Soc. Exper. 
Biol. and Med., 43 :722, 1940. 

H., O. M. Helmer, K, G. 


61. Page, I. Kohistaedt, G. F. 


Kempf, A. C. Corcoran and R. D. Taylor. Ann. Int. Med. 
18 :29, 1943. 

62. Schales, O.. E. A. Stead and J. V. Warren. Am. 
J. M. Se. 204: 797, 1942. 

63. Chasis, H., W. Goldring and H. W. Smith. J. Clin. 











O’NEIL—Symposium on Hypertension 155 


Inv@stigation 21:560, 1942. 

64. Goldblatt. H., J. R. Kahn and H. A. Lewis. J. A. M. 
4. 119:2193, 1942. 

65. Johnsen, + A.. G. E. Wakerlin and E. L. Smith. 
J. Immunol, 48:7, 10944. 

66. Wakerlin. G. E. and C. A. Johnson. J. A. M. A 
117 :416, 1941 

67. Wakerlin, G. E.. C. A. Johnson, E. L. Smith, B. 
Gomberg, J. R. Weir, W. G. Moss and M, L. Goldberg. Am. 
Heart J. 25:1, 145. 

68 Wakerlin. G. E.. C. A. Johnson, FE. L. Smith, W. A. 
Moss and J. R. Weir. Am. J. Physiol. 137 :515, 1942. 

69. Calder, R. M. J. Exper. Med. 76:1, 1942. 

70, Calder, R. M. J. Exper. Med. 79:215, 1944. 

71. Grollman. A. J. Vharmacol. and Exper. Therap. 
S4:128, 1945. 

72. Groliman. A., T. R. Harrison, M. F. Mason, J 
Baxter, J. Crampton, and F. Reischman ,J. A. M. A. 
129 2555, 1945 

73. Kempner, W. North Carolina M. J. 5:125, 1944. 

74. Gregory, R.. P. L. Ewing, W. C. Levin and G. T. 
Ross. Arch. Int. Med. 76:11, 1945. 





75. Dexter, L. and F. W. Haynes, Proce. Soc, Exper. 
Biol. and Med. 55 :288, 1944. 
76. Ogden, © Texas Reports on Biol. Med. 2:545, 
1944. 
SURGICAL TREATMENT OF 
HYPERTENSION* 


L. J. O’NEIL, M. D. 


NEW ORLEANS 


The surgical treatment of hypertension 
is sympathectomy by which portions of the 
visceral vascular bed are denervated. At 
the introduction of the operative treatment 
a wide variety of results were obtained, but 
with improvement in surgical technic and 
the clarification of the selection of patients, 
the therapeutic results are now becoming 


uniform and effective. 
MODE OF ACTION 


Explanations of the mechanism whereby 
sympathectomy lowers the blood pressure 
are incomplete. Some attribute it to the 
relief of renal ischemia, but renal denerva- 
tion in a small number of human hyperten- 
sives had no effect on the blood pressure. 
The normal autonomy of the renal circula- 
tion, by which the kidney maintains a near- 
ly normal rate of blood flow despite arterial 
pressure changes, is ignored in the renal 
ischemia viewpoint. Vasodilatation pro- 
vides a partial explanation. However, the 
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reduction in blood pressure is prolonged, 
and in some cases progressive, after the 
postural effect disappears. Vasodilatation 
does not account for the marked regression 
in eye-ground changes following operation 
when there is no significant lowering in 
the blood pressure level. An additional un- 
developed possibility is the effect of opera- 
tion on the production of adrenalin by the 
adrenal cortex. Denervation of the adrenal 
glands in experimental animals reduces 
their adrenalin output; the work of Free- 
man, Smithwick and White indicates that 
sympathectomy heightens the sensitivity 
of the vascular musculature to adrenalin. 
Sufficient reduction in the supply could 
counterbalance the increased susceptibility. 
THE OPERATION 

The four surgical procedures devised 
vary chiefly in the extent of sympathetic 
denervation. 

1. The subdiaphragmatic splanchnicec- 
tomy of Craig and Adson is the least exten- 
sive; it is being abandoned as incomplete. 

2. Supradiaphragmatic splanchnicecto- 
my has been carried out by Peet for the 
past thirteen years. He recently summa- 
rized the results of 1500 cases, the largest 
series by one surgeon using the same tech- 
nic and with the same follow-up. Other 
observers have not duplicated the success 
of Peet. In general, the operation seems 
to be losing favor. 

3. Transdiaphragmatic sympathectomy 
as performed by Smithwick is a combina- 
tion of the technics of Adson and Peet. It 
effects complete denervation of the renal 
blood supply. Exposure is obtained by re- 
section of the twelfth rib. Removal in- 
cludes the greatest possible length of the 
splanchnic nerves and the thoraco-lumbar 
sympathetic trunk from T-10 to L-3 inclu- 
sive. The operation is done in two stages 
eight to ten days apart. 

4. Total sympathectomy was first per- 
formed by Grimson in 1940. It is still con- 
sidered experimental. 

SELECTION OF PATIENTS 

In general, the following are the criteria 
for operation: A patient below. fifty-four 
years of age; a continuously elevated blood 
pressure, with a systolic pressure over 170 
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and a diastolic pressure above 105; a non- 
protein nitrogen below 45 mgm. per 100 
c.c.; a well compensated heart and a rela- 
tively normal cerebral function. Cardiac 
decompensation and recent evidence of 
coronary occlusion are contraindications to 
surgery. Gross enlargement of the heart 
increases the operative risk but is not in 
itself a contraindication. 

Opinion is divided as to how much renal 
damage is significant. A rapidly falling 
urea clearance or concentrating ability con- 
stitutes an almost certain contraindication. 
On the other hand, if these are relatively 
stable over a six month period, even if the 
urea clearance is as low as 40 per cent of 
normal or the ability to concentrate is re- 
duced to 1.018, renal damage is not a de- 
ciding factor for or against operation. Some 
of the best results have occurred in patients 
in whom pregnancy appeared to be the pre- 
cipitating etiologic factor. Chronic glome- 
rulo-nephritis is not amenable to operation. 
Laboratory tests, namely the sodium amy- 
tal test and the cold pressor test, alone are 
not sufficient for the selection of cases. 
Malignant hypertension, provided the car- 
diac and renal damage is not far advanced, 
is a definite indication for sympathectomy. 

RESULTS OF OPERATION 

Smithwick reports a mortality of 7.8 per 
cent in over 600 unselected patients. Most 
of the deaths occurred in a small group of 
patients, which obviously would be consid- 
ered inoperable now. Poppen had one death 
of coronary thrombosis in 100 selected 
cases. 

Blood pressure reduction in 2309 cases 
reported is as follows: Good 45 per cent, 
fair 35 per cent, unsatisfactory 25 per cent. 
Symptomatic relief has been striking. 
Headache, nervousness, irritability, insom- 
nia, and palpitation have been greatly re- 
lieved, or eliminated in 80 per cent of the 
patients. The improvement has been per- 
sistent and is not necessarily dependent on 
a significant lowering of blood pressure. 

Renal function has shown definite im- 
provement in 40 per cent of cases. Half of 
the patients with marked cardiac enlarge- 
ment underwent a significant reduction. 
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Fundiscopic findings have regressed in 80 
per cent. Nineteen per cent of Peet’s pa- 
tients with preoperative malignant hyper- 
tension are still living five to thirteen years 
after splanchnicectomy. A number of pa- 
tients with severe hypertension have car- 
ried pregnancy to completion without inci- 
dent subsequent to operation. In males, 
libido and potency are diminished in 23 per 
cent. Twenty-one per cent had no ejacula- 
tion postoperatively. All indications point 
towards an increase in life expectancy with 
a more comfortable existence, but many 
more years of careful follow-up are neces- 
sary to verify this. 
COMMENT 

The experience of the author, which is 
limited to 19 cases, coincides with the re- 
sults reported. In addition, it was noted 
that most of the patients experience a peri- 
od of mental depression which varies from 
six months to a year. A troublesome neu- 
ritis plagues most of them for four to six 
months. 
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THE USE OF DRUGS IN THE TREAT- 
MENT OF HYPERTENSION 


M. E. ST. MARTIN, M. D. 
NEW ORLEANS 


There is no adequate drug therapy of 
hypertension. In the past a multitude of 
drugs have been proposed for their hypo- 
tensive effect, but these have largely been 
discarded as of no value. In recent years 
in accord with our changing concept of 
hypertension attempts at more specific 
therapy have been made with agents act- 
ing on a theoretical renal origin of the 
hypertension. None of these agents has 
so far been successful. Thus as it stands 
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today one might summarize the present 
status of drugs in the management of 
hypertension by stating that, except for 
the symptomatic relief of sedatives and 
analgesics as adjuvants to psychotherapy 
(and perhaps thiocyanates), drugs have 
little place in the modern care of the 
hypertensive. While such a_ statement 
would summarize the more scientific at- 
titude it would be far removed from the 
every day practice of medicine, where 
most of us are still using the older groups 
of drugs in the management of our pa- 
tients. 
NITRITES AND XANTHINES 

Thus the nitrites whose action is evane- 
scent and generally conceded to be of no 
value except in the anginal syndrome and 
coronary insufficiency, are still widely 
used in attempts to lower the blood pres- 
sure. Likewise, the xanthines, whose hy- 
potensive qualities are nil, still enjoy wide 
popularity. The various salts of theobro- 
mine and theophylline, almost always in 
combination with phenobarbital, are com- 
monly prescribed. That they might pos- 
sibly be useful in cardiacs is felt by some; 
that they do not lower the blood pressure 
is admitted by all. Why then do they 
continue to enjoy such popularity? It 
must be because they are more or less 
harmless, agreeable to take, and because 
many of us feel that we must give “‘some 
medicine” to the patient. Further, it may 
be argued that it is a satisfactory but ex- 
pensive way of giving phenobarbital to 
certain patients, who for one reason or 
another object to the barbiturates. 

THIOCYANATES 

Interest in the use of the thiocyanates 
revived greatly in the past ten years with 
the advent of methods of blood level con- 
trol. That they are poisons and should be 
used only in certain selected cases under 
rigid blood level control should be well 
known. That they lower the blood pres- 
sure in roughly 50 per cent of the cases 
without any consistent relationship to the 
dosage used is agreed. That they relieve 
symptoms, mainly and notably trouble- 
some headache, is generally conceded. 
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Those who advocate their use advise 
strongly against exceeding blood levels of 
6-12 mgs per cent, and recommend the 
lowest level that will relieve symptoms. 
Some feel that the thiocyanates are the 
only worthwhile drugs available in con- 
trolling symptomatic hypertension. On 
the other hand there are those who do 
not advise their use under any circum- 
stances, considering them ineffective and 
dangerous even with blood level control. 
Their toxic manifestations are legion and 
include nausea, vomiting, muscular fa- 
tigue, dermatitis, goitre, thrombophlebitis, 
mental confusion, lethargy, delusions, hal- 
lucinations of sight and hearing, motor’ 
aphasia, delirium, convulsions, coma, and 
death. Seven deaths are reported as posi- 
tively due to their use. It is questionable 
whether we will ever know just how many 
hypertensives have died from thiocyanate. 
It is probable that they are used more often 
uncontrolled than controlled. One wonders 
whether the interest aroused in them in the 
past ten years represents but a desperation 
measure, and that their use will disappear 
from medical practice in years to come. 
At the present time however, such a meas- 
ure seems justified only when sympto- 
matic control cannot be had by less nox- 
ious agents. As far as I have been able to 
determine their use has not appreciably 
prolonged life. 
IODIDES 

The iodides are likewise still widely 
used in the management of hypertension. 
Their use seems to be predicated on the 
old belief that they have some hypoten- 
sive value, and that they act as tissue re- 
sorptives, and are especially taken up by 
necrotic or degenerative tissue and aid in 
the dissolution of such tissue. While there 
is no scientific evidence to show that they 
have a beneficial effect in hypertension, 
there is likewise no evidence to show that 
they have a deleterious effect. 

HORMONES 

Estrogens, frequently in conjunction 
with thyroid extract, are useful in some 
patients in the menopausal age who ex- 
hibit emotional instability. They should 
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be tried on all such patients if the symp- 
toms are not controlled by sedation and 
psychotherapy. It is the consensus of 
opinion that what beneficial effect they 
have on the hypertension is directly pro- 
portional to the extent to which they re- 
lieve the emotional instability. It has been 
shown that the term menopausal hyper- 
tension is a misnomer, and that it is 
merely essential hypertension accentu- 
ated by the menopause. 

While the results with the use of tes- 
tosterone in the male have been dubious, 
it is generally felt that testosterone is 
worth trying, particularly in cases pre- 
senting the picture of the male climac- 
terium. Such cases however are not com- 
mon. 

The use of pitressin tannate in oil in 
selected cases of hypertension fulfilling 
certain diagnostic criteria has been re- 
ported. About 50 per cent of the cases so 
treated are said to have moderate reduc- 
tion of blood pressure and alleviation of 
symptoms. Irradiation of the pituitary in 
the same type of cases gives about the 


same results. 
VITAMIN A 


Competent reports on the use of vita- 
min A indicate that in doses up to 400,000 
units a day it is ineffective in reducing the 
blood pressure. It does however increase 
renal blood flow, filtration rate and max- 
imal tubular excretory capacity in hyper- 
tensive patients. It is believed that there 
is some other substance present in fish 
liver oils that accounts for the renal changes 
observed. The Russians describe a “frag- 
ment” of vitamin A which they call “Cy- 
tral’’ that is supposed to lower the blood 
pressure and relieve symptoms in ten to 
fourteen days. Cytral is described as a 
yellow oily liquid obtained from the seeds 
of coriandrum, a plant of the umbrella 
family. Further confirmation of the mer- 
its and availability of this substance is 
needed. 


MISCELLANEOUS SUBSTANCES 
Next, there is a large group of sub- 
stances proposed at one time or another 
for their supposed hypotensive qualities 


which either have been discarded as of 
no value or have not as yet been shown to 
be of real value. Among those which 
have been discarded as of no value are: Ex- 
tract of garlic and parsley, extract of water- 
melon seed, extract of mistletoe, calcium 
salts with or without atropine, liver ex- 
tract, pancreatic extract, foreign protein, 
benzyl benzoate, radium chloride, etc. 

More recently certain thiourea com- 
pounds have been suggested but no ex- 
tensive work has been done with them 
as yet. It is not likely that they will prove 
useful in uncomplicated essential hyper- 
tension, however. 

Salsolin, a drug derived from a plant 
found in the Southern Siberian desert and 
reported by the Russians for its hypoten- 
sive qualities and ability to relieve symp- 
toms, was referred to last year in the 
American literature but I know of no con- 
trolled reports of its usefulness. 

Beneficial results from the use of pro- 
stigmin orally in doses ranging from 7.5 
to 22.5 mgs., three times daily, have been 
reported from Germany. The use of this 
parasympathetic drug is based on the 
finding of an increase in serum cholines- 
terase in essential hypertension. This work 
has not been confirmed. 

Rutin, the drug only recently publi- 
cized in the lay journals, is said to lower 
blood pressure in some hypertensives that 
show increased capillary fragility. Ac- 
cording to one reporter, about 20 per cent 
of the hypertensives show increased fra- 
gility by the Gothlin Index. In those over 
the age of forty the drug is said to be use- 
ful in preventing vascular accidents; in 
those under the age of forty, in addition 
to correcting the increased fragility it is 
said to frequently return the blood pres- 
sure to normal. Again, I have not seen 
adequate confirmation of these claims. 
The drug, however, is apparently entirely 
non-toxic, and has been used in conjunc- 
tion with thiocyanate therapy to correct 
or prevent the increase in capilliary fra- 
gility that sometimes occurs from the use 
of thiocyanate. 

At the present time there are under 























investigation various tetraethylammonium 
compounds whose hypotensive effect is 
said to be marked but transient, and 
whose action is on the autonomic ganglia. 
These drugs are being studied mainly in 
connection with peripheral vascular dis- 
ease, and it would be out of order to do 
more than mention them here. 
SO-CALLED SPECIFIC MEDICAL TITERADY 

Finally, a few words about the so-called 
specific medical treatment of hyperten- 
| sion, wherein the substances used are 
| directed at a theoretical renal origin of 
the hypertension. Such substances are 
renal extracts, tyrosinase, methylene 
blue, and the quinones. Each of these 
substances is directed at the neutraliza- 
tion, inactivation, or inhibition of renal 
pressor substances, either at their site of 
origin in the kidneys or while circulating 
in the blood stream. Suffice it to say that 
thus far reports from various research 
groups have shown them to be ineffective 
in human hypertension. 

CONCLUSION 

Thus it would appear that from the 
standpoint of drug therapy, we have little 
that is formidable to offer the patient 
with essential hypertension. The plan 
that has been effective and safe is the 
alternation of the use of various quieting 
agents such as phenobarbital, bromide, 
and chloral hydrate, along with psycho- 
therapy and dietary restriction when in- 
dicated. Various analgesics are used as 
needed. Thiocyanate is recommended 
only exceptionally. Any such plan fre- 
quently depends for its success as much 
on the personality of the doctor as on the 


drugs used. 
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DISCUSSIONS 

Dr. Edgar Hull: I think the completeness with 
which these men have covered the subject is in- 
dicated by the fact that they have already asked 
and answered most of these questions which have 
been submitted. 

One question is, what about the Kempner rice 
and fruit juice diet for hypertension? I think Dr. 
Gregory answered this during his paper. Do you 
have any further comment? 

Dr. Raymond L. Gregory: I simply summarized 
the status of present knowledge by saying that, in 
general, there has been almost complete inability 
on the part of other people to confirm the bene- 
ficial effects of the rice diet which has been 
recommended by Kempner. You recall that the 
original basis for the use of this diet was the idea 
that the abnormal kidney elaborated, from ordi- 
nary dietary sources, a substance or substances 
which was the pressor substance responsible for 
the elevation of the blood pressure; and that per- 
haps some other food, in his instance he believed 
rice, did not contain precursors from which this 
pressor substance could be elaborated. That is the 
original basis for it and I might say the question 
yet remains to be adequately studied. Most of 
the observers who have tried it realize that most 
of the difficulty is to get the patient to stay on 
it any length of time. It is extremely undesirable, 
to say the least in that it is so unpalatable that 
the patients do not wish to persist in its use. I 
think we should emphasize that as yet no real value 
has been shown from this method of managing 
hypertension. 

Dr. Hull: Another question is—Is salt restriction 
of any value in treatment of hypertension? 

Dr. Gregory: I personally don’t think it of any 
value whatsoever. If I may be permitted, rather 
than elaborate on that point, I would like to make 
another point in connection with hypertension. It 
is this: It is extremely difficult to run a good 
control on the effect of any substance, drug or 
otherwise, or any procedure to decrease elevated 
blood pressure. I am sure there is not an individual 
among you who has not seen many hypertensives 
whose disease is characterized by extreme fluctua- 
tions of blood pressure. It is not at all uncommon 
to find a patient with blood pressures for a day a 
week of 220, 230 or 240 with diastolic levels of 130 
or 140. Then for no apparent reason that one can 
detect— perhaps slight decrease in activities— or 
perhaps not particularly related to these restricted 
activities—no changes in their regime at all—one 
finds blood pressures around 160 or 180. When you 
have that type of natural fluctuation of levels of 
blood pressure it is obviously difficult to appraise 
the value of any therapeutic method. I think most 
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of the useless methods employed are the result of 
failure to consider seriously this important fact in 
dealing with the hypertensive patient. I am quite 
sure this is the case with the rice diet and low so- 
dium intake as well. 

Dr. Hull: The next question Dr. St. Martin 
answered, by implication if not directly. It is 
this—Is it reasonably safe to give thiocyanates 
without determining the blood level from time to 
time? 

Dr. M. E. St. Martin: I think this question has 
been suitably answered. Personally, I am very 
much against the use of thiocyanates. If they 
are going to be used at all they certainly should 
have frequent blood level control; in the beginning 
—at least once a week and after an effective safe 
level has been established, at least once a month. 
That is the generally recommended method of 
doing it but I don’t like them under any circum- 
stances. 

Dr. Hull: The next question, we will refer to 
Dr. O’Neil: Does the previous occurrence of con- 
gestive heart failure, myocardial infarction, or 
cerebral vascular accident necessarily contraindi- 
cate sympathectomy for hypertensive disease? 

Dr. L. J. O’Neil: I would say, if the patient is 
young, if he is completely recovered, if compen- 
sated and if you thought he could stand the opera- 
tion, then sympathectomy would be indicated. If 
over 50 years of age, no. All the writers and opera- 
tors mentioned have exceptions to their rules. 
For example, Peet had one elderly patient 
who developed sudden blindness. Obviously such 
a patient with severe hypertension would not 
be considered a good risk. Operation was advised 
and restoration of sight resulted. It really boils 
down to the evaluation of the patient. The one 
who sees the patient daily is in a better position 
to say than all of these tests and if I did not clarify 
that in the talk I would like to bring it out now; 
the application of all these tests but not ony one 
test decides whether or not a patient is to be oper- 
ated on. 

Dr. Hull: The next question we will refer to 
Dr. Gregory. Is unilateral kidney disease of suf- 
ficient importance in the cause of hypertension to 
warrant a urologic survey, including at least 
an intravenous pyelogram, in the work-up of all 
cases? 

Dr. Gregory: Here again, this question is hard 
to answer. Certainly it is impossible, I believe, 
whether warranted or not, for every hypertensive 
patient, to have a thorough urologic study from 
the standpoint of ruling out unilateral renal dis- 
sease. The number of these people reaches such 
great proportions that the facilities available would 
not permit. In general, the answer to this ques- 
tion would depend upon a careful clinical evalua- 
tion, the importance in the history of symptoms 
of urologic nature such as previous pyuria, 
renal lesions which suggest those abnormalities 























or suggest nephroptosis with elevation of pres- 
sure in the upright and not in the recumbent po- 
sition which is emphasized by McCann and others. 
A good clinical history which would rule out any 
suspicion of renal disease is, I think, adequate evi- 
dence against the routine use of urologic studies 
in every patient with hypertension. If, in addi- 
tion to the absence of suspicious evidence of cur- 
rent or previously active renal infections on the 
basis of good history and at least a careful uri- 
nalysis, there is a good or strong family history 
of hypertension, as one can usually obtain it in 
most of the people with so-called essential hy- 
pertension, I would say you would have enough 
evidence to obviate the necessity for urologic 
studies in the vast majority of cases with hyper- 
tension. That is the way I would and do approach 
the answer to this question. 

Dr. Hull: The next several questions on the list 
have already been answered so we won’t repeat. I 
do have one final question presented to me and 
known technically as a “stinker”. It is this—Do 
you believe that any treatment really alters the 
course of hypertensive disease? I would like to 
have volunteers to answer that question. 

Dr. Gregory: The reason I am willing to take 
a chance at this question is because behind it 
there are implications which are important in 
handling the patient with hypertension. I don’t 
know that we have conclusive evidence that any 
type of medical treatment alters the course of 
hypertensive disease. We would have to define the 
term before answering that question. If you mean 
prolong the life of the patient; I think, by infer- 
ence, we have to say that the individual who gets 
good results from sympathetic surgery does have 
a prolongation of life at least to the extent to 
which his blood pressure is reduced for a long 
period of time. That is the natural corollary I 
think we all accept, namely, carrying of elevated 
blood pressure for long periods of time is harmful. 
Many of these people have marked increase in com- 
fort during the time they do live. I think that is 
important. Other than sympathectomy I am con- 
vinced in my own mind that it is unlikely that any 
form of therapy we indulge in really alters the 
course of hypertensive disease at the present time. 
Here is the much more important. consideration be- 
hind this question to me. Although what I say I 
believe thoroughly, nonetheless we can’t take a 
completely defeatist attitude toward it. Thousands 
of people with hypertension come to doctors’ of- 
fices. If one takes this defeatist attitude, I think 
it does a great deal of harm. There are many 
things we can and must do in the management of 
hypertension. Not among the least is the acquisi- 
tion of sufficient knowledge of the natural history 
cf this disease to enable the physician to avoid do- 
ing harm. I believe a large proportion of patients 
I see with hypertension, are not ill by reason of 
hypertension but primarily ill as a result of the 
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anxiety state which the knowledge of their disease, 
or undue restrictions have engendered in the pa- 
tient. It is absolutely essential that we approach 
this thing reasonably and do everything we can to 
avoid having these people make their lives revolve 
around their blood pressure. It is just as well per- 
haps in the average case, when one has become 
convinced that hypertension is established to throw 
away your monometer. There are many attitudes 
which one can take toward management of hyper- 
tension which are, in a sense, types of psychother- 
apy in which I believe. We must not “brush them 
off” and develop a hopeless attitude that nothing 
can be done; and it is just a matter of time before 
death or serious complication will arise. We all 
know that the average case of hypertension exists 
20-40 years before serious consequences arise. 

Dr. A. A. Herold: I would like to ask one of 
the essayists a question—Do you consider daily 
physical rest of value to the hypertensive insofar 
as comfort and longevity are concerned? 

Dr. St. Martin: It has been definitely shown 
that in the recumbent position the blood pressure 
is almost invariably lower. I feel that such a pro- 
gram of daily rest is a wise one, provided the pa- 
tient is in a reasonable position to do so, to split 
his day and rest for a half hour at least. It does 
not have to be a two hour afternoon rest. Even 
ten or fifteen minutes would be satisfactory—if he 
broke his day and got some relaxation during that 
time. I definitely think it is beneficial and that 
treatment comes under the heading of psychother- 
apy. It includes all those things considered in 
daily life. All those things you would do in order 
to obviate any possible emotional stimulus to the 
patient and focus his attention on his blood pres- 
sure. 

Dr. Hull: The time is up and we will draw this 
symposium to a close. I wish to take this oppor- 
tunity to thank the three essayists for the excel- 
lent manner in which they have presented the 
subject. 





SYMPOSIUM ON EYE, EAR, NOSE 
AND THROAT 
WHAT IS NEW IN OPHTHALMOLOGY 
CHARLES A. BAHN, M. D. 
NEW ORLEANS 


Medical progress means change. Change 
means experimentation. Innumerable cur- 
rent ophthalmic experiments are in differ- 
ent stages of evolution and include the 
practical and the impractical, the wise and 
the otherwise. Most of them have potential 
value but they also have specific limitations 
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and contraindications. In this very brief 

review, a few of these experiments have 

been selected because of their interest to 

the general physician. I hope their presen- 

tation will be of service to him in advising 

patients concerning opthalmic problems. 
GLAUCOMA 

After 60 years of research, glaucoma 
continues to be ophthalmology’s public 
enemy number one. The principal reasons 
are: (1) glaucomatous patients do not re- 
ceive efficient treatment early enough and 
do not continue it long enough; (2) we 
ophthalmologists are not always able to ap- 
ply our technical knowledge of the disease 
to the individual needs of each glaucomat- 
ous patient. 

Among the newer drugs now being ex- 
perimentally used in the local treatment, 
especially of primary glaucoma, is D.F.P. 
(diisopropyl fluorophosphate). It is em- 
ployed preferably as 0.1 per cent solution in 
peanut oil. Being much stronger than other 
miotics now in use, its instillation is fol- 
lowed by blurred vision from accommoda- 
tive spasm and occasionally by headache. 
D.F.P. is used only as infrequently as pos- 
sible and with supplementary ocular or 
extra-ocular treatment, if necessary, to 
maintain minimal ocular hypertension. 
During a seven month period, I have used it 
on 15 patients with advanced primary glau- 
coma whose tension could not be controlled 
by miotic treatment and who were poor 
surgical risks. In 12, the tension has been 
normalized. In three patients, supplemen- 
tary treatment was necessary. 

Operation alone does not completely cure 
glaucoma because the attendant intra-ocu- 
lar degeneration remains unchanged. Cy- 
clodialysis and iris inclusion operations are 
more generally employed in narrow angle 
glaucomas, and sclerectomies in wide angle 
glaucomas. Psychotherapy is rapidly and 
rightly becoming an important adjunct to 
other treatment in the care of the glauco- 
matous. Fear, worry, mental tension and 
other emotional disturbances aggravate or 
precipitate glaucoma in the predisposed. 
Their attendant diencephalic irritability 


can usually be materially reduced and their 
intra-ocular tension kept lower by learning 
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to live calmly. For the glaucomatous emo- 
tional binges spell blindness. If they wish 
to live dangerously, they must also be pre- 
pared to die potentially sightless. 

Primary glaucoma is essentially a bila- 
teral constitutional degenerative disease in 
which corneo-scleral filterability and intra- 
ocular vascular permeability are both in- 
volved in varying proportions. If the 
former is dominant the corneo-scleral angle 
is usually larger and vice versa. The intra- 
ocular vascular degeneration is part of a 
similar bodily process which, in the dien- 
cephalic centers, sensitizes the predisposed 
glaucomatous eye to emotional stimuli. 

Generally speaking, as long as ocular ten- 
sion can be normalized and central and 
peripheral vision stabilized by non-surgical 
treatment, the immediate and later risks of 
glaucoma operations are not justified. 

CATARACT 

The treatment of primary senile cataract 
continues to be lens removal. No radical 
changes in its technic have been widely 
adopted during the past two decades. Re- 
trobulbar anesthesia, akinesia, superior 
rectus suture, keratome incisions enlarged 
with scissors, and the use of multiple su- 
tures indicates the present trend to increase 
safety, but with increased complexity. 

Intracapsular extraction, if successful, 
has the advantages of more rapid recovery 
and less secondary surgery. Its disadvan- 
tages include: a more difficult technic, a 
more limited field of usefulness, and an in- 
creased frequency of serious complications, 
including vitreous loss and retinal detach- 
ment. 

Generally speaking, two cataract dicta of 
a generation ago require little revision. 
These are: that the time for operation be- 
gins when vision in the best seeing eye is 
about 20/70, and that operation on the first 
mature cataractous eye is a necessity, but 
operation on the second eye is a luxury. 

CAVEAT EMPTOR 

It is unfortunate that the popular press 
feels little responsibility for those who are 
exploited by reading too literally its over- 
dramatized and often distorted pictures of 
medical progress. If the visually handi- 
capped understood as fully as they should 














the specific indications, limitations and 
other disadvantages of contact glasses, 
corneal transplants, and eye exercises as 
aids to visual improvement, fewer would be 
employed. 

For those who require heavy lenses, con- 
tact glasses during a few hours daily may 
be a reasonable substitute. They may be of 
use in vocations requiring protection such 
as high diving and football. In the enter- 
tainment profession they facilitate facial 
character expression and they may be of 
value to those with optically imperfect cor- 
neas. The initial cost in time, money and 
effort, the usually long period of adapta- 
tion, the few hours daily which they can be 
worn with comfort, and other disadvan- 
tages largely counterbalance their advan- 
tages even for those who violently dislike 
ordinary spectacle lenses. 

Corneal transplantation is not a new pro- 
cedure and its technic has not been materi- 
ally changed during the past 20 years. El- 
schnig’s results during the early 1920’s 
were equal to any I have seen since. It is 
an old procedure with recent over-dramati- 
zation. We ophthalmologists hope that a 
new organization, the Eye Bank, will be of 
service in reducing the mortality of eyes 
operated upon by corneal transplantation 
and legitimatizing its use. 

Two independent groups of ophthalmolo- 
gists at Johns Hopkins and St. Louis Uni- 
versity have proved that eye exercises are 
no substitute for the need of proper cor- 
recting lenses. Correcting lenses place be- 
fore the eye the focusing power which the 
eye lacks. The focal power of the eye de- 
pends primarily upon its length and index 
of refraction, which obviously cannot be 
changed by rolling the eyes in one direction 
or another. The cost in time, money and 
effort of eye exercises as a substitute for 
glasses is not justified by the permanent 
results they afford. 

Eye exercises do have a more legitimate 
field in facilitating the use of both eyes as 
a unit, especially in younger persons. In 
this training, the respective stages are: 
(1) the development of reasonable vision 
in each eye separately; (2) conscious fix- 
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ation by each eye separately; (3) binocular 
fixation with stereopsis, if possible. In 
reading some of the popular books on eye 
exercises one is again reminded that cre- 
dulity and audacity are without limits. 

Popular fads in ophthalmology come and 
go. Like the story of Robinson Crusoe, 
they usually are based on 5 per cent fact 
and 95 per cent fancy. There are few 
proven cases on record in which sight has 
been improved by the ingestion of vitamins 
alone. The psychic highball has its legiti- 
mate and illegitimate use in the care of the 
visually sick. Vitamin therapy in ophthal- 
mic practice except in a few specific condi- 
tions is largely just another form of psy- 
chic highball. 

ANTI-BIOTICS 

In ophthalmology, the sulfa drugs are 
most effectively employed in acute ex- 
ternal focal infections due to specific or- 
ganisms which include the coccal group 
and the virus of trachoma. Intra-ocular 
infections transmitted through the blood 
stream are less influenced by sulfa and 
penicillin treatment. Generally speaking, 
the ocular indications for penicillin and 
sulfa therapy are approximately the same, 
though the former is preferred in the more 
acute and severe infections ,and the latter 
in the less severe. Both are frequently used 
at the same time. Locally, the sulfa drugs 
are most frequently employed as a 5 per 
cent sulfathiazole ointment and a 30 per 
cent sulfacetimide solution. The former has 
the advantage of longer contact. Ocular al- 
lergic reactions to the sulfa drugs are rela- 
tively infrequent as contrasted with local 
penicillin therapy. For this reason, use of 
penicillin ointment and drops is being 
largely discontinued in ophthalmology. The 
most efficient ocular use of penicillin in 
subconjunctivally, 2000 U per cc. As a 
dusting powder in infected wounds, and 
injected intra-ocularly the reports of its 
success and failure are conflicting. 

The use of streptomycin in ophthalmic 
practice is so limited that its specific indi- 
cations, limitations, and contraindications 
cannot yet be evaluated. 

ALLERGY 
The increasing importance of the allergic 
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factor in the causation, progress, and treat- 
ment of phlyctenular and follicular con- 
junctivitis, interstitial keratitis, non-gran- 
ulomatous uveitis, and numerous other ocu- 
lar inflammations is only now being gen- 
erally recognized. In ophthalmic practice 
allergic desensitization is not in general 
use. Of the newer antihistiminic drugs, 
diphenhydramine hydrochloride (benadryl 
hydrochloride) and tripelennamine hydro- 
chloride (pyribenzamine hydrochloride) are 
being experimentally used especially in non- 
granulomatous uveitis and vernal conjunc- 
tivitis respectively. In two personal cases 
of acute uveitis with a dominant allergic 
factor, benadryl apparently did not effect 
the eye, but had to be discontinued because 
of its side reactions in the digestive and 
nervous systems. Its specific value, indica- 
tions, and limitations have not yet been de- 
termined. Lacrimation, itching, and photo- 
phobia in vernal conjunctivitis are fre- 
quently reduced after pyribenzamine ther- 
apy, but the structural appearance of the 
ocular tissues is not changed. 
MILITARY OPHTHALMOLOGY 

Civilian ophthalmology is indebted to 
military ophthalmology for a better under- 
standing of the indications and limitations 
of numerous procedures. The Berman and 
other localizing devices have been both fav- 
orably and unfavorably commented upon as 
practical aids in reducing ocular trauma 
and increasing efficiency in the removal of 
especially magnetic intro-ocular foreign 
bodies. The routine diathermic sealing of 
scleral wounds to reduce subsequent retinal 
detachment will probably be more widely 
used. Undue haste in performing major 
operations even on injured eyes containing 
foreign bodies may increase the attendant 
risks. The time required for other neces- 
sary procedures such as localizing plates 
prior to operation seldom determines the 
fate of an eye. None of the recent sub- 
stances which have been proposed for ocu- 
lar implants including tantalum and the 
acrylic resins have any apparent superior- 
ity, nor have the different shapes suggested 


been shown superior to those previously in 
use. 
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MISCELLANEOUS 

A new application of the basic concept 
expressed in the Biblical parable concern- 
ing the sower and the seed will, in my opin- 
ion, greatly influence medical thought in 
the next decade. Constitution (the seed), 
environment (the soil), and time together 
in varying proportions form a three-dimen- 
sional concept which more fully explains 
the causation and progress of practically all 
visual disease than does our present one all- 
inclusive causative conception. 


The future of new medical ideas and ex- 
periments like that of unborn infants is 
difficult to predict. Most experiments that 
have become important factors in medical 
progress are basically only new and more 
efficient applications of previously known 
fundamentals which have been adapted to 
popular needs. Among the interesting and 
more technical ophthalmic experiments 
which may play a more or less important 
part in ophthalmic progress are: (1) the 
Filatov treatment of retinitis pigmentosa 
which includes the intramuscular injection 
of cod liver oil and tissue implantation; (2) 
tracer isotopes which may become of prac- 
tical value diagnostically and therapeuti- 
cally especially in neoplastic diseases; (3) 
air injection into the anterior chamber in 
glaucoma surgery to facilitate filtration; 
(4) rutin ingestion to reduce capillary and 
intra-ocular hemorrhage associated with 
capillary fragility and hypertension; (5) 
heparin injection in the treatment of intra- 
ocular vascular thrombosis, the use of 
which is not without risk; (6) x-ray and 
radium in the treatment of intra-ocular 
degenerative diseases and in the reduction 
of vascularity in cicatrizing diseases of the 
anterior eyeball. 

CONCLUSION 

Each of us in our own way is daily con- 
tributing to medical progress by using and 
evaluating more or less experimentally, con- 
cepts, remedies, and procedures which have 
been conceived by ourselves or others. Five 
years are usually required to evaluate rea- 
sonably the specific indications, limitations, 
and perhaps more important—-the contra- 
indications of new remedies, concepts or 


~ 
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procedures. In our efforts to shorten this 
more experimental period and to find newer 
and better methods, we must never lose 
sight of the Golden Rule and its inescapable 
responsibilities. 
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oO 
MALIGNANT TUMORS OF THE 
NASOPHARYNX 


MERCER G. LYNCH, M. D.7+ 


New ORLEANS 


The nasopharynx, although not the most 
frequent, is one of the most serious sites 
of malignant growth in the upper respira- 
tory and alimentary tracts. The main rea- 
son for this is the lack of early symptoms 
and consequently early diagnosis, and the 
characteristic early metastasis before the 
primary growth has reached proportions 
capable of producing symptoms. The later 
symptoms of metastasis may so overshadow 
the primary tumor that many patients 
probably die of widely disseminated cancer 
with the actual site of the primary lesion 
in the nasopharynx unsuspected. 


Cancer in the nasopharynx occurs most 


*From the Departments of Otorhinolaryngology, 
Tulane University School of Medicine and the 
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often on the posterior wall, in the region of 
the nasopharyngeal tonsil, and next in fre- 
quency on the lateral walls, on the ridge 
which surrounds the orifice of the eusta- 
chian tube. Occasionally, a growth may 
arise somewhat lower on the posterior wall 
near the junction of the nasal and oral 
pharynx. The upper surface of the soft 
palate and the posterior edge of the septum 
practically never give rise to cancer. 


Cancer of the nasopharynx is much 
more common than reports in the literature 
indicate. This is because unfortunately so 
many cases of nasopharyngeal cancer are 
included with growths of the nasal cavity 
and of the pharynx as a whole. In statis- 
tics of carcinoma of the head and neck the 
average incidence of cancer of the naso- 
pharynx is about 2 per cent. 


Nasopharyngeal carcinoma usually oc- 
curs at an early age, being found more 
often in children and at ages below 30 than 
any other malignant growth of the upper 
respiratory and alimentary tracts. The 
average age is between 40 and 45 years as 
compared to 56-60 years for cancer of the 
tongue, cheek, tonsil and larynx. The aver- 
age for this lesion in the army was 32 years 
but the age group was limited, ranging 
from 20 to 45 years. This is in direct com- 
parison to that of civilian practice in that 
malignancies of the tongue, cheek, tonsil 
and larynx averaged 40 to 42 years. 


Nasopharyngeal carcinoma is predomi- 
nately a disease of the male, about 80 per 
cent or more occurring in this sex. I 
can recall seeing no cases among the Unit- 
ed States Woman’s Auxiliary Corps during 
World War II. All cases seen during mili- 
tary service were among soldiers, and in 
civilian practice the incidence is nine to one 
in favor of the males. 


Since cancer of the nasopharynx arises 
most commonly at the site of the pharyn- 
geal tonsil, it is natural that highly ana- 
plastic epidermoid carcinomas and lympho- 
sarcomas should make up the largest pro- 
portion of the total. Some salivary glands 
are present in the mucous membrane lin- 
ing the lateral and posterior walls of the 
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nasopharynx, so that adenocarcinoma does 
occur but is rare. 

There is considerable disagreement as to 
the histologic terminology. It is generally 
agreed that epidermoid carcinomas make 
up the largest proportion of nasopharyn- 
geal tumors. The designation of other 
groups is rather confusing in its varied 
terminology. Of the epidermoid types the 
predominant are transitional cell and 
lympho-epithelioma. Some squamous cell 
and some spindle cell carcinomas also oc- 


cur but these are in the minority. 
SYMPTOMS AND SIGNS 


The development of the primary tumor 
produces nasal obstruction, epistaxis, nasal 
discharge, chronic sore throat, postnasal 
pain, dysphagia, sensation of a lump in the 
throat and nasal speech. The manifesta- 
tions of the disease which first bring the 
patient to a physician are more often those 
due to secondary extension. The reason 
for this is that the nasopharynx is a cavity 
of rigid wall, which, as a part of the re- 
spiratory tract, is much wider than the 
nasal cavities in front or the glottis below. 
Obstruction in breathing will not occur, 
therefore, except in the later stages when 
the tumor has become large and bulky and 
usually after metastasis has taken place. 
No other function can be disturbed early 
in the course of the disease unless the 
growth arises near or in the orifice of the 
eustachian tube, so as to cause partial deaf- 
ness by obstruction. 

The most frequent symptoms reported 
are nasal obstruction or discharge, head- 
ache or local pain and defective hearing 
or pain in the ear. Nasal obstruction is a 
primary symptom in from 20 to 30 per 
cent of cases. Only slightly less often does 
the patient have a nasal or postnasal dis- 
charge, which is usually bloody. Hemor- 
rhage is rare but may occur when an at- 
tempt is made to clear the nasal passages 
by blowing the nose. Symptoms referable 
to the ear occur in about 10 per cent of 
cases in the early stages of the disease and 
consist of persistent, progressive unilateral 
deafness and occasionally pain in the ear. 
As a later symptom or as a complication 
following irradiation, disturbances in hear- 
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ing are common. However, because of the 
location of the tumor on the posterior or 
lateral wall, these symptoms are usually 
associated with some degree of metastasis 
since the growth of necessity must reach 
fair proportions and by this time glands 
have usually appeared. 


One of the most characteristic features 
of the later stage of the disease is its tend- 
ency toward direct extension intracranially 
and intra-orbitally. Intracranial invasion 
occurs in one of two ways: either from the 
fossa of Rosenmuller which lies directly 
under the mesial portion of the foramen 
lacerum a distance of about 1 cm., or by 
direct erosion of bone. In addition to local 
pain the symptoms of intracranial inva- 
sion are those of progressive unilateral 
paralysis of the cranial nerves in about the 
following order: sixth, third, fourth, fifth, 
seventh and second. Involvement of the 
other cranial nerves is seldom seen but may 
occur as the growth gradually advances. 
In nearly all the later cases there is some 
erosion of bone and in about one-third of 
the cases with metastasis there is also in- 
volvement of the sphenoid. However, once 
the cranial cavity has been invaded, the 
growth tends to remain extradural, which 
means the periosteum is separated from 
the bone and erosion is the result rather 
than the cause of intracranial extension. 

As the growth invades the foramen 
lacerum, the sixth nerve, which lies directly 
over the foramen, is nearer and therefore 
becomes involved first. The third. fourth 
and fifth cranial nerves lie next in prox- 
imity, just above the sixth and are natur- 
ally involved in that order of frequency. 

Intra-orbital extension of the growth 
occurs by way of the foramen lacerum, the 
carotid groove and the superior orbital fis- 
sure. Invasion of the orbit results in ex- 
opthalmos, opthalmoplegia and eventually 
blindness. In a few cases exopthalmos is 
one of the first signs, which is evidence of 
the asymptomatic course of the disease. 

Cervical metastasis is present in about 
80 per cent or more of cases because of the 
tendency to early metastasis even when the 
growth in the nasopharynx is small and of 














recent onset. This is the only finding on 
admission in over half of the cases and it 
usually has been present for an average of 
six to eight months. Most frequently in- 
volved are the upper deep cervical lymph 
nodes lying just below the tip of the mas- 
toid under the upper end of the sternomas- 
toid muscle. Next are those over the carotid 
bulb. After invasion of the upper deep 
cervical nodes, metastasis extends to the 
lower portions of the neck with more fre- 
quent involvement of the posterior chain 
in the posterior triangle than occurs in 
cancer of the oral cavity itself. The sub- 
maxillary and submental nodes are rarely 
involved in early metastasis. Widespread 
bilateral cervical lymphadenopathy is char- 
acteristic of the later stages of the dis- 
ease. 

The presence of metastasis on admission 
is one of the most important factors in 
prognosis. Intracranial invasion and in- 
volvement of the cranial nerves or orbit, 
universally gives a poor prognosis. If cer- 
vical metastasis has occurred only in the 
upper portion of the deep cervical nodes, 
the prognosis is fair; if the nodes of the 
posterior triangle or lower cervical chain 
are involved, the prognosis is poor. Like 
cancer elsewhere, a favorable prognosis 
requires recognition of the growth before 
the glands have become involved. Even in 
those patients treated extensively, in whom 
the primary site and even metastasis of the 
cervical glands have disappeared, if the 
lower cervical chain is involved, the growth 
is prone to recur in the chest, long bones 
or viscera. Even if treated and the chest 
becomes clear radiologically, the growth 
will reappear in some other area for by 
this time it has become disseminated. 

DIAGNOSIS 

The diagnosis of cancer of the naso- 
pharynx is easy to substantiate because this 
area is readily accessible and yet there is 
probably no other form of cancer in which 
the diagnosis is more often delayed or en- 
tirely overlooked. This may be partly ex- 
plained by the fact that in only about 50 
per cent of cases are there any early local 
symptoms from the primary lesion. For 
this reason an average of eight months 
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elapses between the onset of symptoms 
and a correct diagnosis whereas the aver- 
age time from onset to metastasis is about 
six months. 

Except for cancer the nasopharynx is 
relatively unimportant from the _ stand- 
point of disease and is the most overlooked 
area in routine physical examinations. It 
may be visualized by the nasopharyngo- 
scope or even better by the use of a throat 
mirror in the pharynx, the examiner de- 
pressing the tongue and retracting the free 
edge of the soft palate forward. There are 
irregularities in contour of the mucosa on 
the posterior wall and a lesion in the early 
stages may readily be overlooked. A bi- 
opsy should be obtained of any suspicious 
area or ulceration and one negative biopsy 
does not rule out the presence of malig- 
nancy. Frequently, several biopsies are 
necessary before a positive diagnosis can 
be made. This cannot be too firmly stressed 
because it is in this early stage that the 
prognosis is most favorable. 

TREATMENT 

The treatment of choice is radiation, for 
nasopharyngeal cancer is one of the most 
radiosensitive of all tumors of the upper 
respiratory tract. Furthermore, this area 
tolerates heavy doses of radiation more 
satisfactorily than other adjacent areas 
such as the hypopharynx. Because cervical 
metastasis is highly prevalent in these 
cases, their successful treatment is import- 
ant from a prognostic standpoint. Even in 
widely disseminated metastasis palliative 
treatment is distinctly worth-while because 
of the radiosensitivity of the growth. The 
severe pains produced by metastasis to the 
long bones, pelvis or spine can frequently 
be completely relieved by moderate doses 
of external radiation. Likewise, metasta- 
sis in the liver or other viscera may be ren- 
dered temporarily asymptomatic. 

SUMMARY 

Malignancy of the nasopharynx com- 
prises about 2 per cent of malignant 
growths of the head and neck. The disease 
is characterized by early metastasis and be- 
cause it is asymptomatic in the early stages, 
it is frequently overlooked until metastasis 
has occurred. Irradiation is the treatment 
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of choice because of the extreme radiosen- 
sitivity of this type of tumor. The prog- 
nosis is poor except in the early stages and 
even in the early stages it is less favorable 
than it is for the early cases in other parts 
of the body. 
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MENIERE’S DISEASE; ITS 
TREATMENT 
J. BROWN FARRIOR, M. D.+ 


TAMPA, FLORIDA 


True Méniére’s disease is now classified 
as endolymphatic hydrops. Cawthorne 
and Hallpike' demonstrated that in true 
Méniére’s disease there is retained endo- 
lymphatic fluid and dilatation of the endo- 
lymphatic system, particularly the scala 
cochlea. The cause of this endolymphatic 
hydrops remains in the realm of theory. 
The attacks of Méniére’s disease are be- 
lieved to be produced by the sudden escape 
of this retained endolymphatic fluid, which 
explains the nature of the attacks—the 
sudden, severe, true whirling vertigo with 
nystagmus, nausea, vomiting, and falling. 
The prolonged retention of this endolym- 
phatic fluid and the dilatation of the scala 
cochlea produce the variable tinnitus and 
the eventual nerve deafness. 


The goal of the medical treatment of 
Méniére’s disease is to reduce the quantity 
of retained endolymphatic fluid. The Fur- 
stenburg regimen (salt free diet and am- 
monium chloride) has been of proved value 
in this respect. Histamine and _ nicotinic 
acid have been greatly exploited as symp- 
tomatic treatment for all types of vertigo. 
They may yet prove to be of value by alter- 
ing the capillary permeability in true 
Méniére’s disease. I prefer the Furstenburg 
regimen with a low constant fluid intake. 

Regardless of the type of conservative 
treatment used, benefit is obtained in 70 to 
85 per cent of cases. 

There always remains a smaller percent- 
age of patients who do not respond to 
*From the Department of Otorhinolaryngology, 
Tulane University School of Medicine and the Sec- 
tion on Otology, Ochsner Clinic, New Orleans. 
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conservative treatment and who are inca- 
pacitated by the attacks. These patients 
may be cured surgically. Since 1940, de- 
struction of the labyrinth, the end-organ 
which produces the vertigo, has replaced 
the more formidable neurosurgical section 
of the vestibular portion of the eighth 
nerve. Destruction of the labyrinth is one 
of the simplest otologic operations. An an- 
trostomy is performed and a small window 
is made in the horizontal semicircular canal. 
Through this window the labyrinth is de- 
stroyed by electrocoagulation? or avulsion.* 

Eight patients with severe and incapaci- 
tating Méniére’s disease (hydrops of the 
endolymph) of from one to eighteen years’ 
duration who failed to respond to any 
known medical treatment have been treated 
by electrocoagulation of the labyrinth. In 
the uncomplicated cases (table I) the pa- 
ELECTROCOAGULATION OF LABYRINTH FOR MENIERE’S 


DISEASE (8 CASES) 
Duration 


Case Sex Age of disease P. O. Period of 
¥r. rehabilitation 
1 K 27 1.5 3 months 
3 Oy 1 3 Improved ; hydrops of op 
posite labyrinth has de 
veloped 
3 M 41 1 6 months 
4 M 42 3.5 6 months (psychoneuro 
sis) 
a] I 48 8 3 weeks 
6 r 32 3.5 1 month 
7 I 62 4.5 3 months 
s F a7 18 Convalescing 
All patients except case 2, who were formerly incapaci 
tated by recurrent attacks of vertigo, are now able to lead 
normal lives. They have varying degrees of imbalance, 
more noticeable at night, but this does not interfere witl 


their occupation. 


tients have been able to resume their occu- 
pations relieved of the severe vertiginous 
attacks. These patients still have varying 
degrees of unsteadiness, which is more no- 
ticeable at night but does not interfere with 
their living normal lives. Their preopera- 
tive nerve deafness is now complete. 
CONCLUSIONS 

1. Méniére’s disease (endolymphatic hy- 
drops) is primarily a medical disease. 

2. Surgical treatment is indicated when 
the vertigo fails to respond to prolonged 
medical treatment. 

3. Destruction of the labyrinth is the 
procedure of choice in unilateral Méniére’s 
disease in an unserviceable nerve deaf ear. 
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4. The more formidable neurosurgical 
differential section of the vestibular nerve 
is reserved for bilateral Méniére’s disease. 
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THE FENESTRATION OPERATION; 
ANALYSIS OF RESULTS 


J. BROWN FARRIOR, M. D.7 
TAMPA, FLORIDA 


Deafness in otosclerosis is produced by a 
new growth of bone which fixes the foot- 
plate of the stapes, closes the oval window 
and prevents the entrance of sound into the 
inner ear. Early in the course of the disease 
the inner ear retains normal or nearly nor- 
mal function. For fifty years it has been 
known that if a new window is made into a 
normal or nearly normal inner ear, service- 
able hearing can be restored. For forty 
years otologic surgeons have tried every 
conceivable method of maintaining the pat- 
ency of these newly created windows. How- 
ever, with osteogenesis there has always 
been bony closure with the disappointing 
recurrence of deafness. 

HISTORY 

Success was first achieved by Sourdille' 
of France. Py means of a complex three 
or four stage operation for making a win- 
dow in the horizontal semicircular canal he 
was able to maintain serviceable hearing 
in 40 per cent of his patients. In this coun- 
try the ingenious Julius Lempert? devised 
a successful one stage operation by con- 
structing a new window in the horizontal 
semicircular canal. By this procedure he 
reported maintained hearing improvement 
in the greater percentage of patients. In 
1940, Lempert* moved the position of this 
new window forward to the larger ampu- 
lated end of the horizontal canal, the “sur- 
gical dome” of the vestibule, a larger, deep- 

+From the Department of Otorhinolaryngology, 
Tulane University School of Medicine and the Sec- 
tion on Otology, Ochsner Clinic, New Orleans. 


er window less likely to close by osteo- 
genesis. During the past seven years re- 
finements in technic have been added by 
Lempert, > Shambaugh °** and others so 
that today a correctly performed fenestra- 
tion operation will usually result in main- 
tained hearing improvement. 


In the beginning the fenestration opera- 
tion was heralded, not with enthusiasm, but 
with scorn and ridicule. In the past ten 
years, it has been subjected to severe analy- 
tical scrutiny by our most conservative 
otologists. It is now an accepted surgical 
procedure and has been hailed as one of the 
greatest advances in all modern surgery. 

TECHNIC 

There are many reasons for the success 
of the fenestration operation with the new 
oval window in the ampulated end of the 
horizontal semicircular canal. These rea- 
sens are revealed in the technic. 


In the fenestration operation the mastoid 
cortex is exposed through a triangular end- 
aural incision. Mastoidectomy is performed 
The roof and posterior wall of the bony 
external auditory canal are removed. The 
underlying skin is preserved as a delicate 
tympano-cutaneous flap continuous with 
the upper portion of the tympanic mem- 
brane. The incus and head of the malleus 
are removed to gain access to the ampu- 
lated end of the horizontal semicircular 
canal, situated immediately superior to 
the oval window. All osteogenic bone dust 
is then removed under continuous irri- 
gation as a large window is made in the 
ampulated end of the horizontal semicir- 
cular canal. The margins of the window 
are surrounded by a wide flat area of the 
nonosteogenic enchondral bone of the laby- 
rinth; these margins are polished with a 
gold burr to inhibit osteogenesis further. 
The osteogenetic endosteum is removed, 
care being taken not to injure its margins. 
The delicate membranous labyrinth is then 
free to adhere to the inner surface of the 
flap and prevent the ingrowth of bone. Be- 
fore it is turned, the inner surface of 
the flap is debrided under magnification 
and all osteogenic bone spicules and bone 
dust are removed. The bone inhibiting 
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squamous epithelium of the flap is then 
turned over the new oval window so that 
the epithelium covering the window is con- 
tinuous with the vibrating tympanic mem- 
brane. The vibrating tympanic membrane 
transmits sound waves to the new oval 
window, giving additional hearing improve- 
ment. 
INDICATIONS 

Early in the course of its development 
the fenestration operation was regarded, at 
best, as surgery of the last resort to be at- 
tempted only when the patient had become 
profoundly deaf. We have learned that it 
is futile to operate upon patients who are 
almost completely deaf and who have little 
residual function of the inner ear. The 
most gratifying results are obtained in pa- 
tients with moderate degrees of otosclerosis. 
The details of testing and the selection of 
patients have been described elsewhere." 
In general, the better the retained function 
of the inner ear, the more gratifying is the 
result. 

RESULTS 

To date I have performed 65 fenestration 
operations with increasing improvement in 
results. Fifty patients have passed through 
the immediate postoperative period, 44 of 
whom have regained serviceable or practi- 
cable serviceable hearing—success in 88 
per cent of cases. Some of these patients 
will no doubt lose this regained hearing 
through bony closure of the new oval win- 
jow. It is known that most of the windows 
will close within the first three months. 
Rarely will a window close after six months. 
In this series, of the patients who regained 
their hearing and have passed through the 
mosts critical six months’ period, 95.4 per 
cent have maintained the hearing improve- 
ment. Five patients have maintained the 
hearing improvement for more than one 
vear. 

The result of the fenestration operation 
are evaluated solely upon the degree to 
which the formerly deaf patient has been 
rehabilitated. The result may be good, fair 
or poor. If a good result has been obtained, 
the patient is able to conduct the ordinary 
affairs of life and attend movies, church 
and group gatherings without significant 
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hearing handicap. The patient with a fair 
result is able to understand ordinary con- 
versation at a distance of a few feet and 
to conduct his affairs without a hearing 
aid. Regardless of the hearing improve- 
ment, if a patient is unable to do these 
things, the result is classed as poor. 

In these 50 cases, 40 patients have re- 
ceived good hearing (fig. 1). Their hearing 
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Fig. 1: Hearing improvement from the fenestra- 
tion operation in 40 good results. 
improved from an average preoperative 
level of 45.6 decibels to an average post- 
operative level of 16.4 decibels, an average 
gain of 29.2 decibels for the speech fre- 
quencies. Four patients have obtained fair 
results (fig. 2). Their hearing improved 
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Fig. 2: Hearing improvement from the fenes- 
tration operation in four fair results. 
from an average preoperative level of 51.5 
decibels to an average postoperative level 
of 34 decibels, an average gain of 17.7 de- 
cibels for the speech frequencies. 

Failures: In four patients the hearing 
was unchanged; in one it was made worse 
and there has been one closure. Four of 
the failures occurred in the first ten pa- 
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tients, three of whom were poorly selected 
since they did not have adequate retained 
inner ear function. I am unable to explain 
the fourth failure. Postoperative bleeding 
from the flap into the labyrinth was un- 
doubtedly responsible in the patient whose 
hearing was made worse. The patient in 
whom the result was classified as a closure 
still has a positive reaction to the fistula 
test. This is not a bony closure; undoubt- 
edly there has been an excessive formation 
of scar tissues in a hematoma at the new 
oval window. The patient still has a 17 
decibel gain in hearing, but because his 
hearing has fallen to the 38 decibel level 
this case has been reported as a failure. 
There will be more closures in this series. 
Only time can determine the final results. 
However, other surgeons have found that 
with increasing experience there has been 
an improvement in their restoration and 
maintenance of serviceable hearing. 


COMPLICATIONS 


In this series there have been no severe 
complication and no deaths. There have 
been no cases of permanent facial paresis 
or permanent facial paralysis. Transient 
facial paralysis developed in one patient on 
the eighth postoperative day but complete- 
ly disappeared by the twenty-first post- 
operative day. There have been no cases of 
persistent vertigo. One patient complains 
of mild vertigo on sudden change of posi- 
tion; this may be labyrinthine or functional 
vertigo. There is one patient who has mild 
suppuration of the operative cavity which 
may yet be cured. These results, which are 
comparable with others reported through- 
out the country, indicate that the fenestra- 
tion operation is relatively free from ser- 
ious risk. 

CONCLUSIONS 

Physicians and surgeons are often con- 
fronted with the problem of advising their 
patients and friends in regard to the fenes- 
tration operation. Patients can be told 
that the operation is relatively free from 
serious risk, and that in selected cases a 
properly performed fenestration operation 
will restore serviceable hearing, which, in 


a large percentage of cases will last over a 
period of years if not permanently. 
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LOUISIANA STUDY OF CHILD 
HEALTH SERVICES* 


LOUISIANA STATE PEDIATRIC SOCIETY IN 
COOPERATION WITH THE AMERICAN 
ACADEMY OF PEDIATRICS 


FOREWORD 

This report of child health services in 
Louisiana represents our state’s part of a 
nationwide study which has been in prog- 
ress during the past three years under di- 
rection of the American Academy of 
Pediatrics. It is expected that this infor- 
mation and the cooperative enterprise 
which has secured it will continue as a con- 
structive effort toward improving the 
health of infants and children in Louisiana. 

The nationwide study was conceived in 
1944 by members of the American Pediatric 
Society who, noting increasing public 
awareness of health matters, expressed 
their belief that physicians should assume 
primary responsibility in planning for the 


*This is the first of a series of three articles, 
prepared by an -Editorial Committee from the Lou- 
isiana State Pediatric Society. 
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medical care of the nation’s children. A 
committee, representing the American 
Academy: of Pediatrics, the American Pedi- 
atric Society, and the Maternal and Child 
Health Advisory Committee of the United 
States Children’s Bureau, presented a re- 
port which was unanimously accepted by 
the members of the Academy during its 
1944 meeting. The Academy then com- 
mitted itself to the following objective :' 


“To make available to all mothers and 
children in the United States all essential 
preventive, diagnostic, and curative medical 
services of high quality which, used in co- 
operation with other services for children, 
will make this country an ideal place for 
children to grow into responsible citizens.” 


Faced with the inadequacy of data neces- 
sary for planning, the Academy launched a 
nationwide study of existing health services 
and facilities. Realizing the need of sta- 
tistical services not ordinarily available to 
such a medical organization, the coopera- 
tion of the U. S. Public Health Service and 
the Children’s Bureau was requested. A 
large measure of credit must go to these 
agencies for their willingness to assist and 
cooperate in the study, while leaving its 
development and direction entirely in the 
hands of the Academy’s Committee. Gen- 
erous financial assistance on the national 
level was afforded by the National Founda- 
tion for Infantile Paralysis, the National 
Institute of Health, the Field Foundation, 
and a number of commercial firms. 


A “pilot study” was conducted in North 
Carolina, where technics were developed 
and tested. The North Carolina report? 
was published in April, 1948, and other 
states are now reporting. 

Fact-finding is not enough. The Acade- 
my of Pediatrics has therefore appointed a 
national Committee on Improvement of 
Child Health for the purpose of reviewing 
the study and making recommendations on 
a national level. To implement the findings 
within each state, it is hoped that local ad- 


1J. Ped. 25:625, Dec., 1944. 


“Child Health Services in North Carolina. Sup- 
plement to North Carolina Med. J., Apr., ’48. 
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visory committees will follow through in 
the same manner. 

The purposes of the study were presented 
to the Louisiana State Pediatric Society in 
April, 1946. This body voted unanimous 
approval and accepted full responsibility 
for conduct of the study in Louisiana. Sub- 
sequent approval was given by the House 
of Delegates of the Louisiana State Medical 
Society and the Louisiana State Dental As- 
sociation. The study in Louisiana was im- 
mediately instituted. It was completed and 
the office was closed in July, 1947. Thanks 
are due to the physicians and dentists of 
the state for their high degree of coopera- 
tion with the study and to the individual 
pediatricians who gave so generously of 
their time in its conduct. 

Appreciation should also be expressed to 
the Louisiana State Department of Health 
and the Caddo-Shreveport Health Unit for 
their loan of two executive secretaries and 
for making available space, equipment, and 
other necessities for the study office. The 
Director of Local Health Services super- 
vised the Study of Community Health 
Services. 

The contribution of funds by the New 
Orleans and Shreveport Chapters of the 
National Foundation for Infantile Paraly- 
sis, the assistance of its State Representa- 
tive and its local chapters are gratefully 
acknowledged. The Woman’s Auxiliary 
to the Louisiana State Medical Society, 
through its local chapters, gave much as- 
sistance in follow-up procedures. 

The Louisiana Commission on Hospital 
Care, authorized by the State Department 
of Institutions, rendered valuable services 
in the collection of data related to hospital 
services. The Department of Pediatrics of 
Tulane University generously permitted 
one of its fellows to serve as field repre- 
sentative in completing the study of pedi- 
atric services in hospitals of the state. 

An advisory committee has been estab- 
lished, with representatives of the above 
and other interested organizations, includ- — 
ing the Louisiana Hospital Association, the 
Parent-Teacher’s Association, New Orleans 
Medical and Surgical Journal, the Academy 
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of General Practice, the State Departments 
of Education and Public Welfare and the 
Louisiana Conference of Social Welfare. 
This committee will be especially valuable 
in translating the data of the study into 
action and in stimulating local interest.* 

This report is being made available ini- 
tially to the physicians and dentists of the 
state, then to any or all other interested 
organizations and individuals. In report- 
ing these facts relating to child health in 
Louisiana we hope to stimulate an aware- 
ness of the health needs of children and to 
arouse interest in a concerted program for 
continued improvement. 


CHAPTER I 
INTRODUCTION 


This study was set up to secure all possi- 
ble information concerning facilities and 
services available for the health and medi- 
cal care of childrent in Louisiana. The 
sources of information were (a) physicians 
and dentists; (b) voluntary and public 
community health services; (c) hospitals 
admitting children or maternity cases. A 
separate study of pediatric education was 
conducted on the national level and will not 
be dealt with in this report. 


The data were recorded on standard 
forms identical with those used in all other 
states, relating to particular categories of 
information. These forms were distributed 
by mail or by personal visits by the execu- 
tive secretary, field staff, or individual 
pediatricians. As a consequence of the 
unanimous approval of the State Pediatric 
Society and in order to take advantage of 
the individual pediatrician’s knowledge of 
local conditions, each member was re- 
quested not only to fill out his own schedule, 
but also to assist in securing information 
from hospitals, community services, and 


*We gratefully acknowledge the advice and as- 
sistance of the director and staff of the national 
office of the Study. 


‘In this report “children” refers to persons 


under 15 years of age, including newborn, unless 
otherwise specified. 


other physicians in his area. Moreover, each 
hospital of five or more beds was visited 
by a physician who checked final details. 

In evidence of the splendid spirit of co- 
operation exhibited by all professional 
groups, this report is based on complete 
returns from 89 per cent of the pediatri- 
cians, 77 per cent of all physicians, 70 per 
cent of practicing dentists, 100 per cent of 
hospitals and 95 per cent of public health 
units in the state. 

A record of each physician’s and dentist’s 
visits was obtained for a single day. One- 
seventh of these doctors reported for each 
of the days in the week, thus giving a com- 
plete composite picture. The records for 
pediatricians covered twenty-eight consecu- 
tive days. Corrections were made for sea- 
sonal variations and adjustments for those 
not reporting were calculated on the basis 
of a special study previously conducted by 
the National Office. Schedules for com- 
munity health services and hospitals cov- 
ered one year. Information concerning 
physicians and dentists in practice relates 
to the year 1946; hospital figures cover 
1945-46; population estimates and commun- 
ity health services are reported on the basis 
of the year 1945. Since the most recent 
official census figures are for the year 
1940, child population in each parish, as of 
July 1, 1945, was based on a special esti- 
mate® taking all factors into consideration. 

COMPARISONS WITH OTHER STATES 

Although the national report and most of 
the state reports have not yet been pub- 
lished, many figures are now available for 
comparisons between states. In making 
such comparisons, it must be recognized 
that people often cross state or county lines 
to secure medical care. Certain valid con- 
clusions may be reached, however, especial- 
ly when regions are compared. For the 
latter purpose, the national office has di- 





5Data furnished by national office, Study of 
Child Health Services. Based on figures from the 
U. S. Bureau of the Census and the Louisiana. 
State Department of Education. 
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vided the country into five large regions: 
Northeast and Central, Southeast, South- 
west, Mountain and Plains, and Pacific 
(Fig. 1). Some of these groupings were ef- 











Regions, average annual income per 
£ ’ 


Figure 1. 
capita (1944-1946) and per cent of total popu- 
lation which is children in each (1945). 


fected in an attempt to keep major medical 
service areas intact. 
COMPARISONS WITHIN LOUISIANA 

An important aspect of the study is the 
determination of medical facilities and 
services available to local communities and 
families, not merely in the state as a unit. 
For this purpose, one must take into ac- 
count population density (cities, towns, 
rural areas), proximity to cities where 
services might be available, and travel 
modes whereby these cities may be reached. 
Parishes® have therefore been grouped, in 
accordance with similar nationwide classi- 
fication, into metropolitan (having cities 
of 50,000 and over) ; adjacent (geographi- 
cally contiguous to metropolitan) ; isolated 
(not touching a metropolitan county), 
which is subdivided into semirural (having 
an incorporated town of 2,500 or more) 
and rural (those without such towns). 
(Fig. 2). 

According to this classification, Louisi- 
ana has 4 metropolitan’ parishes, Orleans, 
Jefferson, Caddo and East Raton Rouge; 





6In Louisiana “parishes” are geographic and 
political areas which correspond to “counties” in 
other states. 

THereafter, in this report, mention of metro- 
politan areas in Louisiana refers to those areas 
surrounding the three large cities, New Orleans, 
Shreveport and Baton Rouge. 
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14 adjacent; 30 isolated semirural and 16 
isolated rural. 
THE 


ECONOMIC AND CHILD HEALTH SETTING 


IN LOUISIANA 

It is not possible in this report to con- 
sider all of the geographic, racial, cultural, 
and other socio-economic factors which in- 
fluence the health of Louisiana’s children. 
Mention of only a few will highlight this 
relationship and suggest problems which 
are allied to health. Louisiana is one of 
the southern states which has suffered eco- 
nomically because of primary dependence 
on agriculture and unrefined natural re- 
sources. During the past quarter century 
exploitation of oil, gas, minerals, and tim- 
ber has improved this situation, so that 
economic factors now appear favorable for 
the future of the entire state. 


The literacy rate, however, is among the 
lowest of the entire nation and adds to the 
medical economic problems of the hill land 
farmer of north Louisiana, the negro of the 
fertile valleys and cities, and the French 
trapper-fisherman of the coastal parishes. 
The latter also suffers because of transpor- 
tation handicaps, even when near medical 
centers. 

The national study confirms the gener- 
ally accepted fact that the economic status 
of a region or state is an important deter- 
mining factor in the amount and distribu- 
tion of medical care. The income per capita 
in Louisiana for the period 1944-46 was 
$811.8 Although higher than that of the 
majority or average for southern states 
(Fig. 1), this figure is low in comparison 
with the national average of $1141 per 
capita and is exceeded in 37 of the 48 states. 
Moreover, it is regularly demonstrated that 
income per capita in rural counties is likely 
to be only one-half to two-thirds that of 
metropolitan counties. 

Conversely, low income states and coun- 
ties tend to have a higher proportion of 
children in the population. Louisiana’s 
child population is estimated to be approxi- 
mately 34 per cent of the total state popu- 
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lation, whereas in the nation as a whole, 
only 28.3 per cent of the population consists 
of children (Fig. 1). Louisiana’s child pop- 
ulation in 1945 was estimated to be 775,861, 
of which 27 per cent were in the metropoli- 
tan parishes, 13 per cent in adjacent, 48 
per cent in isolated semirural and 12 per 
cent in isolated rural parishes (Fig. 2). 
Sixty per cent of Louisiana’s children reside 
in rural parishes; this figure may be com- 
pared with a national average of 36.5 per 
cent. 
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est percentage of draft rejections among all 
states.!” 

In 1945, 57,838 births'' occurred in Lou- 
isiana, of which 39 per cent were negro, the 
third highest percentage of non-white 
births in the United States. The national 
figure was 12.4 per cent non-white births. 
During the same year, 80.8 per cent of live 
white births and 42.4 per cent of live negro 
births in Louisiana were attended in hos- 
pitals. However, 47.6 per cent of the negro 
births and 4.5 per cent of the white births 


number of children 
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Figure 2. 


The state’s death rate® during 1940 was 
the fourth highest in the nation, and during 
the last war Louisiana had the second high- 


*Age adjusted death rates in the United States 
1900-1940; Vital Statistics: Special Reports, 
Selected Studies, 23: No. 1, June 26, 1945. Na- 
tional Office of Vital Statistics, U.S.P.H.S. 
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Population of children in the parishes of Louisiana. 


had no medical attendant. It is gratifying 
to note that the percentage of both white 





10Hirschfeld, G. and Strow, C. W.: Comparative 
Health Factors among the States, American Soci- 
ological Review, 11, No. 1, Feb. 1946. 

11National Office of Vital Statistics, United 
States Public Health Service. 
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and negro births which are attended by 
physicians and occur in hospitals has been 
increasing from year to year; figures for 
1946 show further improvement. 


Infant mortality is an important index 
of child health. During the period from 
1941 through 1945, Louisiana’s average in- 
fant mortality'' (47.8 deaths under one year 
per 1000 live births) was the fourteenth 
highest of all the states. It should be noted, 
however, that marked improvement in in- 
fant mortality has been effected in Louisi- 
ana, from 70.1 in 1933, to 37.2 per thousand 
in 1946 (Fig. 3). It is also noteworthy 
that reported infant mortality in the iso- 
lated rural parishes’? during the period 
1941-45 was as low as it was in the metro- 
politan parishes of this state and almost 
identical with the national rate for rural 
counties. Moreover, the infant mortality 
for whites in Louisiana during 1945 was 
33.2—twentieth among the states and lower 
than the national rate of 35.6. In the same 
year, the mortality for non-white infants 
in Louisiana was 58.3, ranking the state 
seventeenth for non-white mortality, and 
comparing with the national average of 
57.0. 


RATE PER LOOOLIVE BIRTHS 
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Figure 3. Trends of infant mortality in Louisi- 


ana (1927-1946), compared with national trends. 


SUMMARY 


1. Consideration of health facilities and 
needs of Louisiana’s children must take into 
account numerous geographic, economic, 
racial and cultural factors which have had 
adverse effects in the past. 





12U. S. Children’s Bureau, Division of Statistical 
Research, Feb. 16, 1948. 
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2. Louisiana’s income of $811 per capita 
during 1944-46 compares favorably with 
that of southern states but unfavorably 
with other sections of the country. 

3. Sixty per cent of Louisiana’s chil- 
dren live in isolated rural and semirural 
parishes. 

4. General health factors in the state 
present an unfavorable picture; however, 
infant mortality rates for both white and 
colored show marked and steady improve- 
ment. The rates now compare well with 
the nation as a whole and the percentage 
of babies born in hospitals has increased 
markedly. 


CHAPTER II 


TOTAL VOLUME OF CHILD HEALTH SERVICES 

The total volume of medical care to chil- 
dren was considered for our purposes to 
include (1) visits made by children to 
physicians’ offices, and physicians’ visits to 
children at home, (2) visits to clinics or 
conferences, and (3) days spent in hos- 
pitals. Figures obtained from the physi- 
cians themselves, as well as from hospitals 
and community health services, were em- 
ployed to calculate the actual number of 
children receiving medical care on an aver- 
age day. Each item received equal weight. 
It was found that, on an average day during 
the study period, 6762 children were seen 
by private physicians in home or office, 231 
were seen in clinics and 1516 children were 
in hospitals. 

Figure 4 demonstrates the total amount 
of care given per 1000 children in Louisi- 
ana as compared with the highest average 
and lowest rates found in the United States. 
In spite of the fact that there is no objec- 
tive method of determining exactly what 
constitutes adequate medical care for chil- 
dren in any state, it can be safely assumed 
that in none, regardless of geographic or 
social differences, are they receiving too 
much. One would be overconfident to con- 
clude that the children in our state require 
less medical care than those in other states, 
but it is apparent from this chart that they 
are receiving less, that is, our rate is less 
than half of that in the most favored state 
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TABLE I 


CHILDREN UNDER MEDICAL CARE IN LOUISIANA 
ON AN AVERAGE DAY 





Louisiana 


Isolated 
Parishes 


= 
aim 


Children visited by physicians 6762 3238 3524 


By general practitioners 4817 1678 3139 
By pediatricians 998 823 175 
By other specialists 947 737 210 
Children visiting clinics 231* 167 33 
Out patient departments 117* 82 21 
Well-child clinics 97* 85 12 
Mental hygiene clinics IP inci.  Sbsestes 
Clinics for the physically 
handicapped 14* : we 
Children in hospitals 1516* 887 563 
In general hospitals 1450 887 563 
In special hospitals 66* 


Total children under 
medical care 8509 4292 4120 
*Includes items not classified by parish group 
and institutions with statewide service. 


and about one-fifth less than the average 
for the nation. Louisiana children, further- 
more, are receiving less care in each of the 
three categories: private practice, clinics, 
and hospitals, so that the deficiency is not 
confined to any particular type of medical 
care. 

aula 


(in thousands) 
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Figure 4. Total volume of medical care for 
children on an average day, per 1000 children 
in Louisiana; comparison with other states. 


From the following table, it is evident 
that the children in isolated communities 
receive only two-thirds as much total med- 


ical care as those in metropolitan areas; 
throughout the United States the former 
receive from three-fourths to nine-tenths 
as much as do the latter. 


TABLE II 


NUMBER OF CHILDREN IN LOUISIANA UNDER 
MEDICAL CARE PER DAY PER 1000 CHILDREN 

z ss 
= ze * a 
o¥ Sst r = 
2 ss a5 7 = 
rs =e : the = 
. ° ae = = 
z ree =7 zs é 
b. Se 2> Lm aa 
= ass > S's s 

Metropolitan and 

Adjacent 13.7 10.4 0.53 2.8 
Isolated 8.8 1.5 0.07 1.2 


*Office and home. 

**OQut-patient departments, well-child confer- 
ences, mental hygiene clinics and clinics for the 
physically handicapped. 


The southeastern group of states as a 
whole has a rate of 10.9 children per 1000, 
under medical care in metropolitan coun- 
ties as compared with 8.4 in isolated coun- 
ties. Therefore, although Louisiana had 
about one-third more children under care in 
the metropolitan parishes than is generally 
found in this section of the country, our 
rate shows little variation from the re- 
gional average for children in~ isolated 
counties. This results in a greater dispro- 
portion in the amount of such services for 
children in rural and urban areas of our 
state than was found for most other states. 


SUMMARY 


(1) Children in Louisiana receive about 
one-half as much medical care as those in 
the state with the highest rate. 

(2) Children in isolated parishes receive 
about two-thirds as much care as children 
in metropolitan and adjacent parishes of 
Louisiana, and less care than that received 
by children living in isolated areas of most 
other states. 


DENTAL CARE 
Dental care for children in Louisiana is 
provided almost entirely by dentists in 


private practice: on an average day 1325 
children visited dentists’ offices and 21 





13National Office of Vital Statistics, United 
States Public Health Service. 
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visited dental clinics. Children here receive 
approximately one-half as much dental care 
as those in the average state, and only one- 
fourth as much as those in the state with 
the highest rate. Dental clinics, serving 
0.02 children per 1000 children, yield a rate 
that is one-fifth of the national average. 
From the following table it will be seen that 
in isolated parishes, where dental services 
are generally limited, clinics are practically 
non-existent. 


TABLE II 


NUMBER OF CHILDREN IN LOUISIANA UNDER 
DENTAL CARE PER DAY PER 1000 CHILDREN 

Private Dental 

Type of Parish Dentists Clinics 
Metropolitan and adjacent 2.29 0.05 

Isolated 1.31 0.006 


SUMMARY 


(1) More than 98 per cent of dental care 
for children in Louisiana is rendered by 
dentists in private practice. 


(2) Children in Louisiana receive about 
one-half as much dental care as those in the 
rest of the nation. 


(3) Facilities for dental care to children 
in isolated parishes are inadequate. 


CHAPTER III 
HEALTH SUPERVISION 
with 
physical examinations, is considered essen- 
tial in assuring health for children. Al- 
though preventive measures in the field of 
communicable diseases have been success- 
fully carried out by official agencies for 
many years, today there is an ever-increas- 
ing demand on the physician in private 
practice to supply similar and allied serv- 
ices, particularly for infants and children. 
Parents are manifesting far greater interest 
in the maintenance of the child’s good 
health as a primary consideration. Time 
spent in health supervision now constitutes 
a relatively large proportion of the private 
physician’s daily work with children. In 


Continuing supervision, periodic 
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Louisiana, 46 per cent of visits to pediatri- 
cians and 15.6 per cent of visits to general 
practitioners were made for health super- 
vision. 


In Fig. 5 is depicted the number of chil- 
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Figure 5. Children receiving health supervision 


on an average day, per 1000 children in Louisi- 
ana; comparison with other states. 


dren who received health supervision on an 
average day in Louisiana: 3.15 per 1000 
children under 5 years of age.'* This rate 
was less than one-third that for the highest 
ranking state, and about two-thirds that of 
the average for the United States gen- 
erally.'° The rate for Louisiana was slightly 
higher, however, than that for the entire 
southeastern region which was 2.9 children 
per 1000 children under age 5. 


It is apparent from Fig. 5 that 90 per 
cent or more of the health supervision of 
preschool children in this state was fur- 
nished by physicians in private practice 
and about 10 per cent by public agencies. 
Many of the conferences arranged by pub- 
lic agencies, moreover, were actually con- 
ducted by private practitioners (see Chap- 
ters IV and V). Further breakdown reveals 
that among private physicians, 58 per cent 
of this care was extended by general prac- 





4This may be slightly overstated because fig- 
ures for Well Child Conferences are based on 
attendance to age 6. 

Health Services for Children in the United 
States. American Academy of Pediatrics, Com- 
mittee for the Study of Child Health Services. 
To be published by the Commonwealth Fund. 
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titioners, 41 per cent by pediatricians, and 
1 per cent by other specialists. 

As with total medical care, the amount 
of health supervision varied with parish 
tvpe; again a lower rate of care was found 
in isolated parishes. In this instance, how- 
ever, parishes adjacent to metropolitan 
areas showed the lowest rate for any, dem- 
onstrating that mere proximity to thickly 
populated regions does not guarantee ade- 
quate medical care. Comparison with rates 
for the nation and among parish or county 
types follows in Table IV. Figures for 
metropolitan areas of Louisiana compare 
much more favorably with the national 
average than do the others. Further discus- 
sion of health supervision will be incor- 
porated in the discussions included in 
Chapter V of this series. 


TABLE IV 


NUMBER OF CHILDREN UNDER 5 YEARS RECEIVING 
HEALTH SUPERVISION ON AN AVERAGE DAY 
PER 1000 CHILDREN: COMPARISON BETWEEN 
LOUISIANA AND THE UNITED STATES, 

BY COUNTY OR PARISH TYPE 


Type of Average Rate Rates in 
County or Parish in Nation Louisiana 
Metropolitan counties 6.3 5.98 
Adjacent counties 4.1 0.78 
Isolated semirural 3.7 2.62 
Isolated counties 2.1 1.04 


SUMMARY 


1. On an average day in Louisiana, 3.15 
of every 1000 preschool children received 
health supervision; this rate was one-third 
less than that for the United States gen- 
erally. 


2. Physicians in private practice rend- 
ered more than 90 per cent of this service. 
3. The amount of health supervision 


given in metropolitan parishes is far 
greater than that given in other parishes. 
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FORTY-SECOND ANNUAL MEETING 
OF THE SOUTHERN MEDICAL 
ASSOCIATION 


Miami, Florida, October 25-28, 1948 

The meeting in Miami has always been 
one which has many attractions to the 
members of the Southern Medical Associa- 
tion outside of the features of the program. 
This year the Louisiana State Society is 
honored in having Dr. Lucien A. Ledoux of 
New Orleans as President of the Southern 
Medical Association. 


The program is a most attractive one. 
The pattern will be similar to that which 
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has been followed in previous years. Mon- 
day morning will be set aside for registra- 
tion of the members and guests of thi 
Southern Medical Association. The after- 
noon will be “Miami Day”, with a program 
of a clinical nature, arranged by the pro- 
fession of Miami. Beginning Tuesday 
morning, there will be the successive meet- 
ings of the twenty-one sections of the 
Southern Medical Association. Each sec- 
tion will have one half-day session. 

In addition to the scientific program, 
many other interesting features have been 
arranged, such as sports for which Miami 
is so well known, and golf. A postconven- 
tion trip has been arranged to Cuba and 
Nassau. 

The prospect for the whole meeting is a 
most satisfactory one. The meeting of the 
Southern Medical Association is the one 
meeting of the year at which the doctors of 
the South have the opportunity to learn to 
know each other and to renew acquaint- 
ances. At our various other medical meet- 
ings, specialization usually prevents any- 
thing more than a very limited contact 
with one’s fellow-practitioners. The pros- 
pects for the coming session are indeed 
inviting. 





() 
UV 


THE TEN-YEAR HEALTH PROGRAM 
OF THE FEDERAL SECURITY 
ADMINISTRATOR 


On September 2, 1948, the Federal Secu- 
rity Administrator, Oscar R. Ewing, sub- 
mitted a report to the President of the 
United States. This is a personal report, 
which when it was submitted was accom- 
panied by a statement that the Administra- 
tor had secured the advice of more than 
800 professional and community leaders— 
referring to the National Health Assembly. 

On the one hand, this report is praised 
as a comprehensive plan for the better- 
ment of the nation’s health. This praise 
comes chiefly from those who have been 
active in supporting the various schemes 
that will lead to State Medicine, if followed. 
On the other hand, the report is looked upon 
as a campaign document, produced and 
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publicized at a time when it would have 
the most value for campaign purposes. 
From the medical pcint of view, the plan as 
a whole is another exhibition of Eutopian 
planning and thinking. Although Mr. 
Ewing is quoted as saying that the new 
plan is not “anything remotely approaching 
a program of socialized medicine,” from 
the point of view of the practicing phy- 
sician such a plan, if put into operation, 
would ultimately lead—in less than a ten- 
year period—to nothing more than social- 
ized medicine. 

The report asserts that “close to 70,000,- 
000 people will have difficulty in providing 
adequate minimal care for themselves and 
their families.” In other words, one-half 
the population is invited to carry in whole 
cr in part the medical needs of the other 
half of the population. To this end a four- 
phase time table is presented. 

Phase 1 is that of passage of Federal 
legislation and the setting of broad policies. 

Phase 2 is a three-year tooling-up period 
to establish procedures towards services. 

Phase 3, initial operation geared to exist- 
ing facilities. 

Phase 4, ultimate expansion to include 
complete medical coverage for everyone. 

The expense that this will involve is ap- 
proximate. Variously stated, it was thought 
that it would be $4,000,000,000 a year for 
the medical phase of the program, and an 
additional $10,000,000,000 for insurance. 
Such a scheme and such an expenditure 
would lead to the development of the most 
expensive and rigid bureaucracy in the his- 
tory of our government. 

This phenomenal taxation and regimen- 
tation is being proposed without assurance 
that it will accomplish any of the objectives 
for which it is being advocated. The posi- 
tion that organized medicine takes in this 
and other schemes of State Medicine is not 
that medical service is perfect as it is today, 
but that it has been brought to its present 
state of efficiency through the efforts of 
doctors themselves, and that the only plan 
that may be relied upon for progressive im- 
provement in the field of medical service is 
through self-determination. 
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When the Ewing report is looked upon 
in the light of what it will do to medical 
services of this country, and in the light 
of its being an essential part of the Tru- 
man program, there is little doubt on which 
side of the election the interests of organ- 
ized medicine will lie. 
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PROLAPSE OF THE GASTRIC 
MUCOSA 


Symptoms with reference to the stomach 
are many, but organic disease within the 
stomach which will produce these symp- 
toms is comparatively infrequent. In re- 
cent years, an additional organic disorder 
of the stomach has been recognized and can 
be looked upon as an explanation for a cer- 
tain part of the dyspeptic’s symptoma- 
tology. 

Prolapse of the gastric mucosa through 
the pyloric ring is productive of signs and 
symptoms. The frequency of this condition 
has been indicated as being approximately 
equal to that of gastric ulcer. 

The symptoms are not distinctive but are 
usually referable to disturbances in the 
upper gastrointestinal tract. They may be 
likened briefly to those of an atypical ulcer 
history. Intermittent attacks of epigastric 
distress occur, cramplike pain, a certain 
feeling of fullness after eating, and occa- 
sionally nausea and vomiting. There is a 
tendency for this condition to be relieved 
by small amounts of bland foods, or liquids, 
but seldom by alkalies. During an attack, 
solid food appears to precipitate an intensi- 
fication of the symptoms. 

The physical findings are not significant 
in themselves. Pain on deep palpation in 
the region of the pylorus is put down as a 
finding which is frequently noted at phy- 
sical examination. 

The diagnosis may be suspected when the 
history of dyspeptic disorder is atypical 
and yet persistent. It may also be suspected 
when the supposed ulcer is refractory to 
the usual ulcer regime. The diagnosis is 
primarily roentgenographic. The typical 
defect that the roentgenologist may look 
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for is a negative cauliflower-like defect in 
the base of the duodenal bulb opposite the 
pylorus, and this varies in size and shape 
during a single examination and upon re- 
peated examination. It is also described as 
an umbrella or mushroom deformity, filling 
the base of the duodenal cap, but not de- 
forming the outline of the cap. Hence, the 
duodenal cap is not as irritable as when a 
deformity of like size is due to an ulcer. 
In some cases, the rugae of the gastric 
mucosa can be traced through the pylorus 
into the deformity described. In certain 
instances, the fluoroscopic examination is 
suggestive of the diagnosis. However, it is 
stated that conclusive evidence is largely 
dependent upon identification of these same 
abnormalities in the films. 


The condition has to be differentiated 
from all the usual organic disturbances in 
the antrum and duodenum. Among these 
are: Ulcers, either in the prolapsed mucosa 
or in the duodenum; hypertrophy of the 
gastric mucosa; polyps; duodenitis; and 
carcinoma, 


The cause of the prolapse is regarded as 
an abnormal disturbance of gastric peri- 
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stalsis and function. It is variously suy- 
gested that in response to disordered neuro- 
muscular activities of the stomach, the loose 
connective tissue between the mucosa and 
the muscularis is stretched. That in re- 
sponse to further disordered action, this 
mucosa in some way is caught in the peri- 
staltic wave and carried into the pylorus. 
Once there, it is reasonable to expect that 
reflex disturbances will have the action of 
intensifying muscle spasm, which in turn 
is followed by edema and general gastric 
irritability. 

The treatment of this condition is both 
medical and surgical. In the majority of 
cases, the patient’s symptomatology sub- 
sides with gastric sedation and a bland diet. 
In certain instances, surgery is advised 
when the pain is intractable or when hem- 
orrhage and gastric retention are signifi- 
cant factors. 


Prolapse of the gastric mucosa thus be- 
comes an additional organic cause for dys- 
pepsia. The possibilities of its existence 
may well come under consideration when 
the patient’s symptoms cannot be otherwise 
explained. 





ORGANIZATION SECTION 


The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 


An informed profession should be a wise one. 


LOUISIANA PREPAYMENT PLAN FOR 
SURGICAL SERVICE 


HAVE YOU INFORMED YOUR 
SECRETARY ABOUT BLUE SHIELD? 


The Louisiana State Medical Society or- 
ganized the Louisiana Physicians Service 
two years ago. The funds needed for the 
organization of this nonprofit corporation 
were contributed by the State Society. The 
plan was subsequently approved by the 
Council on Medical Service of the AMA and 
was granted its seal of acceptance and was 
also accepted into full membership of Asso- 
ciated Medical Care Plans, which makes it 


a participant in the National Blue Shield 
Plan. 


The public, realizing that the doctor or- 
ganized the Blue Shield Plan to help meet 
the hazards of catastrophic cost of surgery, 
readily accepted the plan. Since our organ- 
ization we have enrolled more than 26,000 
people in Louisiana in our Blue Shield Plan. 
That alone is proof that the public has 
accepted our plan. 


It is true that in the beginning the plan 
was not perfect and it was necessary for 
us to make certain revisions. However, 
necessary things have been done and the 
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plan is now your plan and deserves your 
wholehearted support. 

There is a doubt, however, as to whether 
or not our own members and their secre- 
taries have accepted their own plan. We 
are being confronted every now and then 
with complaints from the members of our 
Blue Shield Plan, who, upon contacting 
their doctor, are surprised to find the doc- 
tor and/or secretary not familiar with the 
Blue Shield Plan. This is indeed discourag- 
ing, to say the least. Many doctors have 
signed agreements to participate in the 
plan; likewise, many doctors have then 
neglected to explain the details of the Blue 
Shield Plan to their secretaries and recep- 
tionists. 

Your secretary is an important cog in the 
machinery. See that she has the necessary 
fee schedule and service blanks. If your 
secretary understands what the doctors are 
trying to do with Blue Shield, and the de- 
tails of Blue Shield, we could go a long way 
in developing the plan, which, as you know, 
is the profession’s answer to the bureau- 
crats. If your secretary knows that a single 
patient who is earning less than $2000.00 
a year, or a family whose income is less 
than $3000.00 a year, is eligible, and that 
you have signed an agreement to furnish 
the services covered by the Plan for the fees 
set forth in the fee schedule, she is then in 
a position to properly handle and assist 
your patients with their financial responsi- 
bility for your services. 


When our representatives. contact the 
public and state that the Blue Shield cer- 
tificate will do certain things, the doctors 
who are participating in the plan must see 
to it that the services agreed to by the par- 
ticipating physicians are performed. 


Have you instructed your secretary to 
ask each patient, at the time she is securing 
the vital information so necessary to you 
(such as name, address, etc.), to ask the 
patient if he is a member of the Blue Shield 
Plan? Find out at the time you are making 
your financial arrangements. If, when mak- 
ing these arrangements, there is a doubt in 
your mind as to whether or not the patient 
is in the low income group, and thereby 
entitled to full coverage, suggest to the 
patient that he convince you he is in the 
low income group. You realize, we are sure, 
that if the patient’s income exceeds the 
$2000.00 and $3000.00 brackets as men- 
tioned above, you make your regular charge 
for such services and apply the payment 
from the Plan as a credit against your 
charge. These and many other suggestions 
could be given to your secretary which 
would assist you and the Plan tremendously. 


We cannot urge you too strongly to edu- 
cate your secretary as to what we are try- 
ing to do with the Blue Shield Plan. 


Should you or your secretary desire any 
information, just drop us a line c/o Louisi- 
ana Physicians Service, Inc., Room 103, 
1430 Tulane Avenue, New Orleans, La. 
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CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society 


East Baton Rouge 
Morehouse 
Natchitoches 
Orleans 

Quachita 

Rapides 

Sabine 

Second District 
Shreveport 
Vernon 


Date 


Second Wednesday of every month 
Second Tuesday of every month 
Second Tuesday of every month 
Second Monday of every month 
First Thursday of every month 
First Monday of every month 
First Wednesday of every month 
Third Thursday of every month 
First Tuesday of every month 
First Thursday of every month 


Place 


Baton Rouge 
Pastrop 


New Orleans 


Monroe 
Alexandria 


Shreveport 
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CHANGE ON FRONT COVER OF 
THE JOURNAL 


The space previously occupied by the Fenwick 
Sanitarium on the front page of the Journal has 
been bought by Eli Lilly and Company at a price 
double that charged to the Fenwick Sanitarium. 
For this reason, the Fenwick Sanitarium has pur- 
chased space facing Eli Lilly insert page of the 
Journal, opposite the first page of reading matter. 
The Journal Committee and the Fenwick Sani- 
tarium regret the necessity for this change since 
the Fenwick Sanitarium has occupied this space in 
our Journal for so many years. 





Know Your 


Blue Shield Plan 














The Blue Shield shown above is the adopted 
symbol of non-profit medical and surgical care 
the Associated Medical Care 
Plans. The emblem will be identified in the public 
mind with prepaid medical and surgical care just 
as the Blue Cross symbolizes prepaid hospital care. 


plans approved by 


The Blue Shield Plan is founded upon three prin- 
ciples: 

1. Voluntary participation and the preservation 
of freedom for the patient and his doctor. 

2. Free choice of doctor, by free patients, from 
among free doctors. 

3. A minimal and fair payment for good medi- 
cal care when the patient’s income or resources 
are limited. 

The Blue Shield Plan was designed to serve you 
and your patients. It can operate successfully only 
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if each physician gives all necessary information 
when submitting claims. Insufficient data causes 
delay in making payments and increases adminis- 
trative costs. 

By becoming a Participating Physician in the 
Blue Shield Plan, you signify your belief in the 
“voluntary way”; you declare your opposition to 
compulsory “State Medicine”; and you join with 
other social-minded physicians who are giving their 
active support to your own profession-sponsored 
medical care Pian. Have you done your part? 

Your office assistant will find this column help- 
ful in filling out claim forms. Will you suggest that 
she refer to it regularly for instructions? 
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SECOND DISTRICT MEDICAL SOCIETY 


The regular meeting of the Second District Med- 
ical Society was held at the Wigwam Restaurant, 
Dr. Joel Gray president, presiding. Dr. Ambrose 
Storck presented a paper and films on the activ- 
ities of the Louisiana Division of the American 
Cancer Society. Dr. David Fichman then gave a 
talk on the Community Chest. A 
session followed. 


short business 
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MEETING ON TROPICAL MEDICINE 


There will be a meeting in New Orleans, Decem- 
ber 5-8, of groups interested in tropical medicine 
in the United States. The four societies which 
will meet jointly, with headquarters at the Roose- 
velt Hotel, are the American Society of Tropical 
Medicine, the National Malaria Society, the Amer- 
ican Academy of Tropical Medicine, and the Amer- 
ican Society of Parasitologists. A number of 
papers will be presented on subjects in the various 
branches of tropical medicine and parasitology and 
all members of the Louisiana State Medical Society 
with exception of interns and residents are invited 
to attend on proper registration. Registration fee 
$1.00. 
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BOOK REVIEWS 


The Years After Fifty: By Wingate M. Johnson, 
M. D. New York, McGraw-Hill Bk. Co., 1947. 
Pp. 153. Price, $2.00. 

This delightful, 


small book, though meant primarily for the lay- 


interesting, and informative 
man, may be read with profit by the physician. 
The author capably blends a mixture of anatomy, 
physiology and pathology in order to make the 
rationale of hygiene and psychosomatic medicine 
readily understandable to the intelligent reader. 
I. L. Ropsins, M. D. 


Office Immunology, Including Allergy: Edited by 
Marion B. Sulzberger, M. D. and Rudolf L. Baer, 
M. D. Chicago, Year Book Publishers, Inc., 1947. 
Pp. 420. Price, $6.50. 

This is a very useful book to the general prac- 
titioner for it brings together between two covers 
the most important immunologic procedures in a 
concise practical way. Thus the immunology and 
prophylaxis of all of the common, and most of the 
unusual infectious diseases are covered. A good 
synoptic review of common technics; diagnostic, 
prophylactic and therapeutic, is included. The sec- 
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tion on dermatologic immunology is both authori- 
tative and useful, especially in the discussion of 
eezematous contact-type allergic dermatitis. The 
book can be unreservedly recommended to the 
clientele for which it is intended. 

VINCENT J. DeERBES, M. D. 


Handbook of Psychiatry: By Winfred Overholser, 
A. B., M. D., Se. D. and Winifred V. Richmond, 
B. S., A. M., Ph. D. Philadelphia, J. B. Lippin- 
cott Company, 1947. Pp. 252. Price, $4.00. 

Dr. Overholser and Dr. Richmond have eminently 
succeeded in producing an outstanding textbook 
of psychiatry which will please everyone in the 
field. 

The first portion of the book gives a brief intro- 
duction to what is covered in the field of psychi- 
atry, psychology and psychoanalysis and in the 
second chapter considerable effort is made to show 
the errors in the etiology of mental disease com- 
mon in many lay minds. It is refreshing to see 
that an effort is made to show that heredity, 
fatigue, overwork and sexual excesses have been 
utilized far too long a time in an attempt to ex- 
plain emotional disturbances. 

Dr. Overholser discusses at length modern 
hospitalization; the admission procedures involved 
in the care of a psychiatric patient and then he 
proceeds to review briefly the various psychoses, 
states, and psychoneuroses. The 
author is eminently fitted to discuss the relation 
between mental disease and crime since, for sev- 
eral years, he has written extensively on this sub- 
It is regretted that this particular section of 
the book is not more extensive. 

All in all it is felt that this new text book on 
psychiatry can be wholeheartedly recommended. 

JOHN W. Bick, JRr., M. D. 

Internal Medicine in General Practice: By Robert 
Pratt McCombs, B. S., M. D., F. A. C. P. 2d ed. 
Philadelphia, W. B. Saunders Co., 1947. Illus. 
Pp. 741. Price, $8.00. 

In this excellent volume, Dr. McCombs attempts 
to provide for the general practitioner information 
about the most commonly encountered of those dis- 
eases which are usually classified as within the 
domain of “internal medicine”. Inasmuch as it is 
difficult (if not impossible) to define “internal 
medicine”, there will probably be many readers who 
question his choice of material covered. Despite 
this, there is included a rather general survey of 
most of those conditions which either the general 
practitioner or the internist would encounter in 
every-day practice. 

Necessarily discussion of each subject is brief, 
but adequate. There are many color illustrations 
which add to the value of the discussion; it is 
unfortunate that no such illustrations accompany 
the chapters describing the exanthemata. The 
chapters on disorders of the cardiovascular and of 


psychopathic 


ject. 
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the renal systems are unusually well presented; 
the presentations of the anemias and of the in- 
fectious diseases are thorough. 

The average general practitioner can profit con- 
siderably by having this book available for quick 
reference. It will save him much time when he 
needs assistance for a troublesome diagnostic or 
therapeutic problem. 

SYDNEY JAcoss, M. D. 


Ulcer, the Primary Cause of Gastric and Duodenal 
Ulcer; Diagnosis, Medical and Surgical Treat- 
ment, Prevention: By Donald Cook, B. A., M. D. 
Chicago, Medical Center Foundation and Fund, 
1946. Pp. 187. 

This volume contains a series of lectures, all 
relating to peptic ulcer, which the author has de- 
livered to 25 medical societies and 15 other groups, 
during the years 1936-46. Illustrations and ref- 
erence lists are included. 

STANLEY COHEN, M. D. 


History of the Medical Society of the County of 
Westchester, 1797-1947: Published by the Med- 
ical Society of the County of Westchester, 1947. 
Facsimiles. Pp. 193. 

The histories of medical societies, and the med- 
ical histories of limited areas fill a special need for 
the historian and research worker in medical his- 
tory. Such works are often the sole source of the 
information needed. With this idea the present 
volume is a welcome addition to the list of such 
studies. It is a compilation from the available 
minutes of the Society for the past one hundred 
and fifty years, as well as from contemporary 
sources covering the years for which the minutes 
of the Society have been lost. In 1922, Dr. Henry 
T. Kelly published an Historical Sketch briefly 
covering the progress of the Society during its 
first 125 years. This sketch was privately printed 
and distributed; it is therefore reprinted in the 
present volume, with appendices which bring the 
record to 1947. The volume bespeaks the care of its 
preparation. 

Mary LOUISE MARSHALL 





Epilepsy; Psychiatric Aspects of Convulsive Dis- 
orders: By Paul H. Hoch, M. D. and Robert P. 
Knight, M. D. New York, Grune & Stratton, 
1947. Pp. 214. Price, $4.00. 

Doctors Hoch and Knight have here edited a 
small text book made up of contributions from 
several authors. 

The subject of epilepsy is discussed in every de- 
tail. It approaches the standpoint of etiology, 
sociology, pharmacology and psychopathology. 

The section on the psychopathology of epilepsy 
is especially outstanding. It is hoped that this 
book will be widely read by all physicians dealing 
with the subject. Too many physicians have the 
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concept that the treatment of the epileptic merely 
revolves around the adjustment to his dosage of 
drugs. Dr. Bela Mittleman discusses at some length 
the role which various psychologic measures play 
in the epileptic and leaves us with a clear concept 
of how important management of his hostility and 
anxiety really are. Dr. Herbert Jasper contributes 
an excellent section on the electro-encephalograph 
in epilepsy. 

In the opinion of the reviewer this is one of the 
best texts on the subject to make its appearance 
in recent years. 

JOHN W. Bick, Jr., M. D. 
Psychiatric Examination of the School Child: By 

Muriel B. Hall, M. D. Baltimore, Williams and 

Wilkins Company, 1947. Pp. 368. Price, $4.50. 

The author, an English psychiatrist, defines the 
scope of her book as “confined to children of com- 
pulsory school age—from five to fifteen years— 
who are receiving full-time education. The special 
problems of the pre-school child, or of those young 
people who have left school to enter the industrial 
world, have not been included.” 

She has attempted “to describe and discuss what 
happens at a clinic to which a child is sent for 
psychiatric opinion.” The opening chapters include 
a brief history of child psychiatry. The book is 
divided into three main sections, dealing respec- 
tively with: (1) Complaints and investigations. 
(2) Description and discussion of groups of dis- 
orders (physical, temperamental, personality and 
behavior, juvenile delinquency, psychoneuroses, 
psychoses and psychopathic states). (3) Recom- 
mendations and reports. 

Doctor Hall states that the book is “designed for 
the medical practitioner,” and “is not primarily 
intended . . . to provide a textbook of child psychi- 
atry.” From this standpoint, her work seems fairly 
comprehensive and sound. 

One feature especially to be commended is the 
author’s forthright stand on the question of ex- 
plaining a child’s mental deficiency to his parents. 
Too often has this reviewer encountered parents 
of mental defectives, encouraged by well meant 
assurance that their child “will grow out of it.” 
Hall considers it “a serious blunder for 
lay or medical persons to raise the expectations of 
parents in regard to mentally defective children.” 
She advises them to seek expert opinion, so that 
they will learn, and be helped to accept, the truth 
about their child as soon as possible. 

The weakest feature of “Psychiatric Examination 
of the School Child” is the author’s omission of 
the clinical psychologist’s role in such examina- 
tion; and the omission or too brief mention of the 
most frequently used tests in clinical diagnoses. 
She mentions the role of the “educational psychol- 
ogist,” but advises that “every child psychiatrist 
(be) equipped to undertake intelligence testing, 
either for regular use in routine specialist prac- 
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tice . . . or in full time child guidance work for 
occasional application to pathologic cases of spe- 
cial difficulty.” She ignores the clinical psycho!l- 
ogist and his contribution to the understanding of 
behavior maladjustments. The value of the Stan- 
ford Binet Test, administered either by an educa- 
tional psychologist or by a psychiatrist, is stressed. 
But psychologic study by means of the Wechsler 
Bellevue Scale, the Thematic Apperception Test, 
and the Rorschach Test is not mentioned, except 
for one brief reference to the Rorschach as re- 
quiring “skill in interpretation, and... not, there- 
fore, a test of general applicability.” The close 
cooperation between the clinical psychologist who 
interprets results of various projective technics, 
and the psychiatrist who formulates treatment 
plans for the child or adolescent is given no recog- 
nition. Even the importance of emotional factors 
in cases of reading disability is not sufficiently 
stressed, and the author’s emphasis is on the rare 
cases with neurologic components. She has not 
accepted, or is unaware, of more recent views re- 
garding reading disability. 

In this reviewer’s opinion, “Psychiatric Exami- 
nation of the School Child” has the limited value 
of acquainting the psychiatrically uninformed with 
some problems and methods encountered when deal- 
ing with disorders of childhood and adolescence. 

Lack of adequate discussion of the significance 
of play therapy in diagnosis and prognosis, the 
role of emotional conflict in reading disability, and 
the role of the clinical psychologist in a psychiatric 
clinic, constitute serious limitations to the value 
of the book. 

MARION Font, M. A. 
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PUBLICATIONS RECEIVED 


Blakiston Company, Philadelphia: Essentials of 
Pathology, by Lawrence W. Smith, M. D., 
F. C. A. P. and Edwin S. Gault, M. D., F. C. A. P. 

Commonwealth Fund, New York: Hospital 
Trends and Developments (1940-1946), edited by 
A. C. Bachmeyer, M. D. and Gerhard Hartman, 
Ph. D. 

Grune & Stratton, Inc., New York: Occupational 
Marks, by Francesco Ronchese, M. D. 

C. V. Mosby Company, St. Louis: Handbook of 
Orthopaedic Surgery, by Alfred Rives Shands, Jr., 
B. A., M. D. Microbiology and Pathology (Fourth 
Edition), by Charles F. Carter, B. S., M. D. 

W. B. Saunders Company, Philadelphia: A-B- 
C’S of Sulfonamide and Antibiotic Therapy, by 
Perrin M. Long, M. D., F. R. C. P. 

Charles C. Thomas, Springfield, Illinois: Neu- 
rosurgical Pathology, by I. Mark Scheinker, M. D. 

Washington Institute of Medicine Research 
Foundation (The Linacre Press), Washington, 
D. C.: The Alcoholic Woman, by Benjamin Karp- 
man, M. D. 
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WOMAN'S AUXILIARY TO THE LOUISIANA STATE MEDICAL SOCIETY 


PAST PRESIDENTS 
Mrs. Osear Dowling, New Orleans, 1929-30. 
Mrs. Arthur A. Herold, Shreveport, 1930-31. 
*Mrs. Henry W. E. Walther, New Orleans, 1931-32. 


Mrs. John H. Musser, New Orleans, 1933-34. 
Mrs. T. H. Watkins, Lake Charles, 1934-35. 
Mrs. Herman B. Gessner, New Orleans, 1935-36. 
Mrs. James B. Vaughan, Monroe, 1936-37. 

Mrs. George D. Feldner, New Orleans, 1937-38. 
Mrs. Frederick G. Ellis, Shreveport, 1938-39. 
Mrs. S. M. Blackshear, New Orleans, 1939-40. 
Mrs. Roy Carl Young, Covington, 1940-41. 

Mrs. Aynaud Hebert, New Orleans, 1941-42. 
Mrs. C. B. Erickson, Shreveport, 1942-43. 

Mrs. George Taquino, New Orleans, 1943-44. 
Mrs. Rhodes Spedale, Plaquemine, 1944-45. 
Mrs. Paul Lacroix, New Orleans, 1945-46. 

Mrs. Arthur D. Long, Baton Rouge, 1946-47. 
Mrs. James W. Warren, New Orleans, 1947-48. 


‘Deceased 


1948-49 
ADVISORY COMMITTEE 
Dr. H. P. Forsyth, 2010 Jackson St., Alexandria. 
Dr. C. P. Gray, Jr., Monroe. 


Dr. Daniel J. Murphy, New Orleans. 


OFFICERS 
President: Mrs. O. B. Owens, 1026 Bolton Avenue, 
Alexandria. 
President-elect: Mrs. John Dunn, 8410 Pontchar- 


train Bivd., New Orleans. 


Ist Vice-President: Mrs. Dewitt T. Milam, 
Island Drive, Monroe. 
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2nd Vice-President: Mrs. Richard T. Stephenson, 
2123 Perkins Road, Baton Rouge. 


5rd Vice-President: Mrs. C. C. deGravelles, 625 
Marie Street, New Iberia. 
4th Vice-President: Mrs. A. L. Clark, Iowa. 


Treasurer: Mrs. H. P. Forsyth, 2010 Jackson 


Street, Alexandria. 


Recording Secretary: Mrs. T. T. Gately, 4132 Ven- 
dome Place, New Orleans. 


Corresponding Secretary: Mrs. Allen C. Winters, 
Veterans Hospital, Alexandria. 


Parliamentarian: Mrs. M. H. Foster, 2107 Albert 
Street, Alexandria. 


CHAIRMEN OF STANDING COMMITTEES 


Archives: Mrs. Donovan C. Browne, 
Charles Ave., New Orleans. 


4920 St. 
Bulletin: Mrs. Arthur Miller, Jr., 211 Telemaque 
St., Monroe. 


Cancer Control: Mrs. M. S. Picard, 321 Atkins St., 
Shreveport. 


Commemoration Fund: Mrs. J. M. 
815 Delaware St., Shreveport. 


Bodenheimer, 


Doctor’s Day: Mrs. Roy B. Harrison, 
poleon Ave., New Orleans. 


2327 


Na- 
Finance: Mrs. Maunsel B. Pearce, 1001 Park Blvd., 
Alexandria. 


Historian: 
Sulphur. 


Mrs. W. A. Seale, 221 Elizabeth St., 


Hygeia: Mrs. J. D. Thames, 111 Gen. Pershing 
St., Hammond. 


Legislation: Mrs. Richard E. Selser, 5342 Claycut 
Road, Baton Rouge. 


Organization: Mrs. John Dunn, 8410 
train Blvd., New Orleans. 


Pontchar- 


Preservation of Medical-Cultural 
Rhodes J. Spedale, Plaquemine. 


Items: Mrs. 

Press and Publicity: Mrs. F. U. Darby, 2232 Ter- 
race Ave., Baton Rouge. 

Printing: Mrs. D. N. Silverman, 47 
Bivd., New Orleans. 


Versailles 
Program: Mrs. James W. Warren, 470 Audubon 
Blvd., New Orleans. 


Public Relations: Mrs. Dorman B. Barber, Box 446, 
Pineville. 


Revision of By-Laws: Mrs. L. H. Pirkle, 865 Mar- 
garet Place, Shreveport. 


Rural Health: Mrs. M. C. Wiginton, Hammond. 
Year Book: Mrs. S. L. Calhoun, 2241 Thornton 
Court, Alexandria. 
COUNCILORS 


First District: Mrs. C. Grenes 
Charles Ave., New Orleans. 


Cole, 4933 St. 
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Second District: Mrs. P. A. Donaldson, Reserve. 

Third District: Mrs. J. Boring Montgomery, 402 
Jefferson Blvd., Lafayette. 

Fourth District: Mrs. 
Creswell Road, Shreveport. 


Clarence H. Webb, 3904 

Fifth District: Mrs. A. Dent Tisdale, 2924 Gordon 
Ave., Monroe. 

Sixth District: Mrs. Glenn T. Scott, Ponchatoula. 

Seventh District: Mrs. John D. Frazar, DeRidder. 

Eighth District: 


Alexandria. 


Mrs. Earl Jones, 633 Jackson, 


A MESSAGE TO THE WOMAN’S AUXILIARY 


It was gratifying to the writer, as well as to the 
doctors in attendance at the recent convention in 
Monroe, to see the large group taking part in the 
activities of the Woman’s Auxiliary to the Louis- 
iana State Medical Society. 

The interest shown by the doctors’ wives and 
their grasp of the problems with which we are 
The 


greatest need for us all at this critical time is that 


now faced is excellent for the profession. 


we be well informed on all phases of economic life 
and their ever changing relationship to the doctor 
and his work. It is here that the 


the Auxiliaries 


members of 
the State of 
Louisiana, as well as throughout the nation, can 


Woman’s all over 


do their most valuable piece of work. 

The program of study and the projects already 
outlined by the Auxiliary for the coming year will, 
I believe, result in a group of exceptionally well 
informed women who will go out in the communi- 
ties where they live and work and give the doctors 
the kind of public relations that will result in 
better understanding for all. 

I feel sure that in the coming year the Advisory 
Committee will give its closest cooperation in mak- 
ing the work of the Woman’s Auxiliary successful. 

H. P. Forsyth, M. D., 
Chairman, Advisory Committee. 
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MESSAGE OF PAST PRESIDENT OF 
WOMAN’S AUXILIARY 





Auxiliary members will remember that our lead- 
ing project for 1947-48 was the promotion of Lou- 
For this year the 
outstanding new work will be to assist the Council 
on Medical Service and 


isiana Physicians’ Service. 


Public Relations in its 


Auxiliary 

school health program. In this message I should 
like to give a few brief facts concerning the pres- 
ent status of the first of the above projects and to 
tell a little of what we may do regarding the 


second. 


On the prepayment medical care front, you will 
be interested to know that now every state in the 
Union except two—South Carolina and Georgia— 
has a prepayment program either in operation or 
well along in the organization stage. Forty-two 
states have plans in operation. Four states have 
a program approved but not yet in operation. Two 
states are still in the process of studying plans. 
Michigan has passed its millionth subscriber mark, 
now having 1,075,000 enrolled in its prepayment 
plan. Louisiana, with its plan only in its third 
year of operation, has 25,817 subscribers, and an 
aggregate income of $220,000. Louisiana provides 
more coverage per contract than any other state 
but one. 


So, progress is being made but there is still much 
to be done and the continued support of doctors’ 


wives is urged. 


The project of the Council on Medical Service 
and Public Relations of the Louisiana State Medi- 
cal Society to improve health conditions among 
school children of the state is one which should 
Espe- 
cially should parents, teachers, school officials and 


certainly the Woman’s Auxiliary, do everything 


receive earnest support from every citizen. 


possible to aid in this program. 

The first objective of a four-point plan is to 
have every first grade child in the state receive 
a thorough physical examination. Gradual expan- 
sion, it is hoped, will include every child to and 
through high school. The plan is already in effect 
in the City of New Orleans. It is badly needed in 
the rest of the state, especially in the rural areas. 
Some of you will remember conditions which I de- 
scribed to you which I had personally seen in my 
travels about Louisiana. 


An encourseine fact is that Dr. Friedrichs’ com- 
mittee has the cooperation of the State Depart- 
ment of Health, the State Department of Educa- 
tion and the Health Council of the State Farm 
Bureau. All of these groups plan to work to- 
gether. However, there are many instances of in- 
dividual indifference and of actual opposition to 
health work in schools, and it is in such cases that 
Auxiliary members can do necessary missionary 
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work. In one parish last year, for instance, a prin- 
cipal refused to allow the parish health nurse to 
come to his school, but instead compelled her to 
go to the Court House to give immunization shots. 
This same principal refused to have a parent- 
teacher club in his school. This attitude must be 
overcome before any school health program can 
meet with success. Auxiliary members, it seems 
to me, especially those who are also members of 
the P. T. A., are adequately fitted to accomplish 
the desired change. 

When the plans of the Council are completed, 
Auxiliary members will be told in just what man- 
ner they can best help. But meantime, please 
begin the missionary work. 

May I thank you again for your splendid co- 
operation with my administration and urge a con- 
tinuance of that same fine spirit during Mrs. 
Owens’ term. 

BARBARA PORTER WARREN 
(MRS. JAMES W. WARREN) 





PROJECTS 1948-1949 


. Assisting Council on Medical Service. 
. Edueation: Membership. Laity. 
. Legislation. 


. Rural medical service. 


ork WwW Ww 


. Medical cultural items. 
6. Hygeia. 

7. Organization. 

8. Health days. 

9. Red Cross. 

10. Cancer. 

11. Doctors’ Day. 


BEAUREGARD PARISH 
Mrs. Floyd N. Beckcom, President 
Beckcom, Mrs. Floyd N., 13 A. Pine Ave., DeRid- 
der. 
Frazar, Mrs. John D., South Division, DeRidder. 
Marcello, Mrs. Luke, 306 Port St., DeRidder. 
Reberts, Mrs. Sam T., 426 N. Pine St., DeRidder. 
Sartor, Mrs. T. R., 201 N. Royal St., DeRidder. 


CADDO PARISH 


Mrs. Jos. E. Heard, President 
(Shreveport) 
Abramson, Mrs. P. D., 704 McCormick. 
Addison, Mrs. W. P., Jr., 2419 Pinehurst. 
Allums, Mrs. W. B., 1128 Janther. 
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Anderson, Mrs. C. E., Jr., 839 McCormick. 
Anderson, Mrs. J. R., 580 Ockley. 


( Dixie) 
Baker, Mrs. L. T. 


(Shreveport) 
Bean, Mrs. Dorf, 615 Oneonta. 
Bender, Mrs. N. J., 1164 Janther. 
Birdwell, Mrs. J. B., 566 Longleaf. 
Black, Mrs. Charles, 223 Dalzell. 
Boaz, Mrs. T. D., 554 Jordan. 
Bodenheimer, Mrs. J. M., 815 Delaware. 
Boggs, Mrs. H. W., 140 Albany. 
Boone, Mrs. C. S., 225 Patton. 
Boyce, Mrs. S. W., 135 Patton. 
Boyd, Mrs. C. E., 515 Elmwood. 
Brown, Mrs. Wallace, 301 Unadilla. 
Browning, Mrs. W. H., 1717 Marshall. 
Broyles, Mrs. J. O., 1901 Centenary. 
Brunazzi, Mrs. R. R., 853 Dalzell. 
Bryant, Mrs. F. L., 135 Taliaferro. 
Butler, Mrs. W. P., 130 Patton. 
Carlisle, Mrs. J. E., 358 Albany. 
Clark, Mrs. A. I., 155 Dalzell. 
Cohenour, Mrs. H. L., 715 Longleaf. 
Crain, Mrs. A. P., 914 Oneonta. 
Crain, Mrs. A. P., Jr., 836 Columbia. 
Creel, Mrs. G. A., 851 Elmwood. 
Custer, Mrs. J. L., 1162 Janther. 
Davidge, Mrs. L. L., 4141 Richmond. 
DePriest, Mrs. F. E., 847 Kirby. 
DeLee, Mrs. R. B., 368 Albany. 
DeLee Mrs. Stuart, 3110 Creswell. 
Dickson, Mrs. George, 5806 Fairfield. 
Dilworth, Mrs. E. E., 646 McCormick. 
Drummond, Mrs. W. F., 504 Southfield Rd. 
Duncan, Mrs. Dean H., 759 Wilder. 
Eddy, Mrs. J. H., Jr., 517 Ratcliff. 
Edwards, Mrs. E. Clay, 815 Ratcliff. 
Erickson, Mrs. C. B., 423 Herndon. 
Furman, Mrs. F. S., 1756 Line. 
Gallager, Mrs. Henry, 189 Archer. 
Galloway, Mrs. Edgar, 575 Unadilla. 
Garrett, Mrs. George, 317 Ockley. 


(Springhill) 
Garrett, Mrs. W. R. 


(Shreveport) 
Gavin, Mrs. J. F., 466 Albany. 
Gill, Mrs. S. L., 1046 Kingshighway. 
Gilmer, Mrs. P. R., 851 Olive. 
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Glass, Mrs. T. A., 521 Delaware. 

Gorton, Mrs. J. M., Lakeshore Dr., RFD 4. 
Gorton, Mrs. L. W., Lakeshore Dr., RFD 4, Box 199. 
Gowen, Mrs. C. R., 5900 Line Ave. 

Gray, Mrs. Leon F., 1901 Centenary Blvd. 
Hall, Mrs. W. M., 838 McCormick. 
Harmon, Mrs. W. S., 460 Longleaf. 
Harmon, Mrs. W. S., 460 Longleaf. 
Harwell, Mrs. W. R., 715 Elmwood. 

Hart, Mrs. W. W., 2324 Scovell Court. 
Hawkins, Mrs. I. F., 740 McCormick. 


Reed, Mrs. Carson, 335 Gladstone. 
Rew, Mrs. C. E., 1337 Oakland. 
Rigby, Mrs. O. C., 816 Oneonta. 
Riggs, Mrs. R. H., 586 Oneonta. 
Riley, Mrs. G. M., 4126 Maryland. 
Rougon, Mrs. I. B., 982 Oneonta. 
Sanders, Mrs. J. C., 3218 Line Ave. 
Sanders, Mrs. J. P., 449 Gladstone. 
Sandidge, Mrs. W. J., 255 Ockley. 
Shavin, Mrs. J. S., 3637 Youree Drive. 
Simonton, Mrs. E. C., 808 Oneonta. 


Heard, Mrs. J. E., 512 McCormick. Simpson, Mrs. T. R., 731 Ockley. 


Heath, Mrs. A. G., 1617 Highland. 
Heidorn, Mrs. W. B., 572 Unadilla. 
Hendrick, Mrs. J. V., 448 Elmwood. 
Herold, Mrs. A. A., 1166 Louisiana Ave. 
Hill, Mrs. W. J., Jr., 735 Erie. 

Hilton, Mrs. E. T., 901 Sheridan. 
Holman, Mrs. W. C., 145 Carrollton. 
Holt, Mrs. C. S., 840 Rutherford. 
Holoubek, Mrs. J. E., 191 Atlantic. 
Ilgenfritz, Mrs. Hugh, 360 Olive. 

Johns, Mrs. Barron, 2320 Forest. 

Jones, Mrs. K. B., 286 Carrollton. 

Jones, Mrs. O. O., 524 McCormick. 

Jones, Mrs. W. G., 145 Merrick. 

Kelley, Mrs. G. P., 224 Pennsylvania. 
Kennedy, Mrs. D. W., 116 E. Robinson. 
Kerlin, Mrs. D. L., 648 Unadilla. 

Kerlin, Mrs. W. S., 830 Ontario. 
Knighton, Mrs. J. E., 923 Erie. 
Knighton, Mrs. J. E., Jr., 4041 Baltimore. 
Knoepp, Mrs. L. F., 240 Carrollton. 
LaRue, Mrs. C. L., 629 Wilder. 

LeDoux, Mrs. M. S., 619 Elmwood. 

Lloyd, Mrs. T. P., 6603 Gilbert. 

Lucas, Mrs. R. T., 535 Pierre Mont Road. 
Mason, Mrs. L. Keith, 852 McCormick. 
Matthews, Mrs. W. R., RFD 2, Box 96. 
Matthews, Mrs. M. W., 655 McCormick. 
Mays, Mrs. C. R., 844 Oneonta. 

McCook, Mrs. Walter W., Jr., 179 Atlantic. 
McIntyre, Mrs. D. R., 434 Unadilla. 
Norfleet, Mrs. W. J., 835 Prospect. 
Oxford, Mrs. T. M., 581 Unadilla. 

Paul, Mrs. H. W., 1535 Magnolia. 
Penninger, Mrs. F. L., 1164 Janther. 
Picard, Mrs. M. S., 321 Atkins. 

Pirkle, Mrs. L. H., 865 Margaret. 

Pou, Mrs. J. H., 1030 E. Kingshighway. 
Quinn, Mrs. H. J., 4414 Richmond. 


Smith, Mrs. B. P., Jr., 1901 Centenary Blvd. 
Smith, Mrs. T. J., 535 Oneonta. 

Smith, Mrs. W. W., 520 Pierre Mont Road. 
Stamper, Mrs. J. R., 715 Jordan. 

Strain, Mrs. T. E., 1030 Erie. 

Swearingen, Mrs. D. C., 4606 Gilbert. 
Talbot, Mrs. J. D., 908 College. 

Taylor, Mrs. Willis, 443 Elmwood. 

Thomas, Mrs. A. J., 824 Dudley. 


(Belcher) 
Tooke, Mrs. T. B. 


(Shreveport) 
Tooke, Mrs. T. B., Jr., 551 Ratcliff. 
Trifon, Mrs. H. M., 3550 Greenway. 
Vaughn, Mrs. Herbert, 142 Atkins. 
Webb, Mrs. C. H., 3904 Creswell. 
Wenk, Mrs. E. L., 936 Ontario. 
Wilkinson, Mrs. J. A., 619 McCormick. 
Williams, Mrs. T. E., 518 Atkins. 
Willis, Mrs. J. C., 856 Elmwood. 
Willis, Mrs. J. C., Jr., 4434 Richmond. 
Wilson, Mrs. R. R., 2727 W. College. 
Wolfe, Mrs. S. George, 3479 Johnette. 
Womack, Mrs. R. K., 5930 E. Ridge. 
Worley, Mrs. P. C., 510 Linden. 
Worley, Mrs. W. B., 3220 Samford. 
Youman, Mrs. J. D., 3854 Line Ave. 


CALCASIEU PARISH 
Mrs. Steve F. Price, President 


(Lake Charles) 


Barham, Mrs. Garnett E., 2009 Shell Beach. 
Clement, Mrs. E. L., 910 Pujo. 


(Iowa) 
Clark, Mrs. Arthur L. 
(Lake Charles) 
Crawford, Mrs. J. A., 1015 Pujo. 
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De“aureal, Mrs. Thomas H., 749 Kirkman. (Baton Rouge) 

DiGiglia, Mrs. Lucas L., 2623 Shell Beach. Albritton, Mrs. A. Stirling, 982 Government St. 
Fisher, Mrs. William G., 1606 South Ryan. Alexander, Mrs. Arthur S., 719 Winn. Ave. 
Garber, Mrs. Jared Y., 151 Park Avenue. Allen, Mrs. Charles E., Jr., 1006 Ingleside Dr. 
Goldsmith, Mrs. Ben, 911 Seventh. Anderson, Mrs. S. J., 658 North 5th St. 
Goss, Mrs. Vernon V., 2452 Cypress. Bannerman, Mrs. Moss., 4437 Tupelo St. 
Hamilton, Mrs. John G., 627 Pine. Beven, Mrs. John L., 783 Lakeland Dr. 
Hatchette, Mrs. Charles V., Contraband Place. Boizelle, Mrs. Felix, 2255 Kleinert Ave. 
Hatchette, Mrs. Stakely F., 2424 South Ryan. Bombet, Mrs. Charles, 1744 Belmont Ave. 


Hebert, Mrs. Louis A., 813 Pujo. Cailleteau, Mrs. Edward G., 6767 Goodwood Ave. 


Campanella, Mrs. Thomas, 860 France St. 
Chiarulli, Mrs. Eugene E., 2952 Beech St. 
Cook, Mrs. William H., 111 L. S. U. Ave. 


(Sulphur) 
Hodge, Mrs. James D., 401 W. Thomas. 


(Lake Charles) Cosby, Mrs. O. W., 1374 Longwood Dr. 
Holcombe, Mrs. R. Gordon, Jr., 133 Park Avenue. Darby, Mrs. F. U., 2232 Terrace Ave. 
Howell, Mrs. Robert P., 814 Clarence. DeJean, Mrs. Ferdinand, 537 Cornell Ave. 
Hunt, Mrs. W. E., 1640 South. Dial, Mrs. Wiley A., 1137 Park Blvd. 
Kushner, Mrs. Louis, 823 Kirkman. Dowell, Mrs. J. Willard, 1235 N. 21st. St. 
LaCour, Mrs. Fritz, 2523 Helen. Eidson, Mrs. W. R., 137 East Blvd. 
Lamanski, Mrs. I. M., 1818 South Ryan. Fourrier, Mrs. Dan, 1230 Laurel St. 


Gladney, Mrs. Thomas Y., Oakwood Dr. 


(Sulphur) Godfrey, Mrs. James R., 2856 Edwards Ave. 

Marshall, Mrs. Robert, 611 Ruth. Griffon, Mrs. J. P., 4312 Broussard St. 
(Lake Charles) George, Mrs. I. L., 1101 Steele Blvd. 

Magee, Mrs. Conway, 1317 Tenth. Hargrove, Mrs. U. S., 2727 Reymond Ave. 
McCreary, Mrs. P. L., 1615 Grove. Hatcher, Mrs. Henry C., 1512 Arlington Ave. 
McKinney, Mrs. G. C., 924 Broad. Hoth, Mrs. Jacob O., 1178 Richland Ave. 
Miller, Mrs. Max M., 822 Ninth. Irwin, Mrs. Kernan, 2151 Lakeshore Dr. 
Moss, Mrs. Olin, 2011 Shell Beach. Jolly, Henry W., Jr., 2924 Morning Glory Ave. 
Moss, Mrs. Walter, Drew Park Drive. Jones, Mrs. Frank J., 939 Convention St. 
Pierson, Mrs. Marcus A., Oakland. Jones, Mrs. Jack R. Jones, 6249 Seven Oaks Ave. 
Price, Mrs. Steve F., 910 Eleventh. Kemp, Mrs. R. C., 616 Park Blvd. 
Raggio, Mrs. F. Warren, Jr., 2416 Helen. Kern, Mrs. Lawrence J., 4549 Westdale Dr. 
Salmon, Mrs. David D., 1109 Twelfth. Kopfler, Mrs. Marion E., Jefferson Highway. 


LaNasa, Mrs. Matthew J., 508 St. Landry St. 
(Sulphur) 


Seale, Mrs. W. A. K., 221 W. Elizabeth. (Port Allen) 
(Lake Charles) Landess, Mrs. D. W. 
Snatic, Mrs. Harry S., Prien Lake Road. Landry, Mrs. Paul B. 


Sorrells, Mrs. J. E., 115 College. 
Stevens, Mrs. L., 1607 W. Common. 


(Zachary) 
Lane, Mrs. B. B. 


Maplewood) 

; ( ' (Baton Rouge) 

Vasquez, Mrs. G., 26 Eucalyptus Road. 
Levy, Mrs. Morton Lee, 1429 South 24th St. 


(Lake Charles) Lobrano, Mrs. I. E., 355 Hearthstone Dr. 


Watkins, Mrs. T. H., 2030 Drew Park Drive. Long, Mrs. Arthur D., 1367 Steele Blvd. 
White, Mrs. H. B., 1030 Eleventh. Lorio, Mrs. Cecil, 3131 Dalrymple Dr. 
Worden, Mrs. Robert W., 822 Clarence. Lorio, Mrs. Lionel F., 1046 Drehr Ave. 


Marks, Mrs. Paul, 2135 Parker Dr. 
McConnell, Mrs. C. S., 3100 North Blvd. 
Mrs. John Ray Powers, President McGehee, Mrs. J. Webb, Jr., 339 Oakwood Dr. 


EAST BATON ROUGE PARISH 
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McGehee, Mrs. J. Webb, Sr., 2174 Wisteria St. 
McHugh, Mrs. Jeff, 2335 Oleander St. 
MeMahon, Mrs. Rhett, 210 Convention St. 
Miller, Mrs. David S., 2521 Rhododendron St. 
(Zachary) 
Morris, Mrs. Harry S. 
(Baton Rouge) 
Morris, Mrs. Clifton T., 2258 Terrace Ave. 
Mosely, Mrs. Charles, 4121 North Blvd. 
Mullins, Mrs. Julius H., 624 Park Blvd. 
Nelken, Mrs. B. E., 1416 Perkins Road. 
Phillips, Mrs. J. Ralph, 701 Winn Ave. 
Pickell, Mrs. F. W., 2177 Oleander St. 
Power, Mrs. John Ray, 803 Park Blvd. 
Rabalais, Mrs. R. Roy, 2143 Myrtledale Ave. 
Riche, Mrs. H. Guy, Jr., 2220 Myrtle Ave. 
Sabatier, Mrs. J. A., 4362 Sweetbrier St. 
Selser, Mrs. Richard E., 1957 Cloverdale St. 
Simmons, Mrs. McHugh, 510 East Blvd. 
(Baker) 
Singletary, Mrs. E. W. 


(Baton Rouge) 
Singletary, Mrs. W. B., 613 Drehr Ave. 
Silvey, Mrs. M., 1563 Perkins Road. 
Stander, Mrs. Alvin, 2616 Perkins Road. 
Smith, Mrs. Courtland P., 500 Dubois Dr. 


Stephenson, Mrs. Richard T., 2123 Perkins Road. 


(Port Allen) 


Thomas, Mrs. George E. 


(Baton Rouge) 
Toups, Mrs. J. Eugene, 1956 Cloverdale Ave. 
Vennard, Mrs. W. O., 2476 July St. 
Voss, Mrs. Charles H., 2125 Kleinert Ave. 
VanGelder, Mrs. David W., 2220 Government St. 
Walker, Mrs. Myron A., 1269 Longwood Dr. 
Wallace, Mrs. Robert, 2285 Kleinert Ave. 
Williams, Mrs. Lester, 739 Convention St. 
Witter, Mrs. Howard B., 2335 Myrtle Ave. 


Young, Mrs. Richard W., 228 Kernan St. 


IBERIA PARISH 
Mrs. Edwin L. Landry, President 


Brown, Mrs. C. P., Main Street, New Iberia. 


Bourgeois, Mrs. D. E., 439 E. St. Peter, New 
Iberia. 

Crawford, Mrs. Lewis, Marie, New Iberia. 

Carstens, Mrs. Walter, 615 Center, New Iberia. 


Dalton, Mrs. Orien, Jeanerette Road, New Iberia. 
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Dauterive, Mrs. Henry, 424 E. Main, New Iberia. 
DeGravelles, Mrs. C. C., 635 Marie. New Iberia. 
Dupuy, Mrs. Jules, Marie, New Iberia. 
Flory, Mrs. Harold M., 717 Julia, New Iberia. 
Gajan, Mrs. I. W., Jr., P. O. Box 145, New Iberia. 
Gonzales, Mrs. Romo, 406 S. Pellerin, Jeanerette. 
Landry, Mrs. Edwin L., 601 Marie, New Iberia. 
Landry, Mrs. E. N., 625 Main, New Iberia. 
LeBourgeois, Mrs. Paul A., 640 E. Main, New 
Iberia. 
Pharr, Mrs. John N., Gorham Place, New Iberia. 
Slipakoff, Mrs. Leon, 523 Iberia, New Iberia. 
Tolson, Mrs. John, Oliver Bldg., New Iberia. 
Villien, Mrs. L. M., 1519 W. Church, Jeanerette. 


IBERVILLE PARISH 
Mrs. R. D. Martinez, President 


Eby, Mrs. Cyril, Labauve Ave., Plaquemine. 
Holloway, Mrs. Eugene, 809 Baist, Plaquemine. 
LeBlanc, Mrs. Boote, St. Gabriel. 
Levy, Mrs. Simon C., 700 Labauve Ave., Plaque- 
mine. 
Martinez, Mrs. Roman D., 605 Court, Plaquemine. 
Melton, Mrs. Edward C., 321 Haase, Plaquemine. 
Miller, Mrs. Maxwell, 807 
mine. 
Musso, Mrs. Joseph P., North Main, White Castle. 
Spedale, Mrs. Rhodes, 701 Eden, Plaquemine. 
Tomeny, Mrs. Frank, South Main, White Castle. 


Bayou Road, Plaque- 


JEFFERSON DAVIS PARISH 
Mrs. Claude A. Martin, President 


Arceneaux, Mrs. Rosemond R., Welsh. 
Brunt, Mrs. Charles D., Jennings. 
Harrell, Mrs. Forrest Worth, Jennings. 
Mrs. Richard S., Jennings. 
Martin, Mrs. Claude A., Welsh. 
McClure, Mrs. John G., Welsh. 

Miller, Mrs. R. Frank, Jennings. 
Romero, Mrs. John, Jr., Welsh. 


Shirley, Mrs. Louis E., Jennings. 


Kramer, 


Smith, Mrs. Morgan, Jennings. 
Taylor, Mrs. Kendrick, Jennings. 
LAFAYETTE PARISH 
Mrs. F. H. Davis, President 
Azar, Mrs. Paul J., 314 W. St. Mary Blvd., Lafay- 
ette. 
Bourgeois, Mrs. Ralph, 504 S. Buchanan, Lafayette. 
Burdin, Mrs. J. J., 431 S. Buchanan, Lafayette. 
Davis, Mrs. F. H., 832 St. John, Lafayette. 
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DeMier, Mrs. A., 314 W. St. Mary Blvd., Lafayette. 

Duhon, Mrs. J. O., 730 Jefferson, Lafayette. 

Fernandez, Mrs. J. M., 311 W. St. Mary Blvd., 
Lafayette. 

Gardiner, Mrs. George V., 504 S. Buchanan, La- 
fayette. 

Harrell, Mrs. Edward M., 840 S. Washington, La- 
fayette. 

Hernandez, Mrs. Joseph, Duson. 

Kurzweg, Mrs. Paul, 312 W. St. Mary, Lafayette. 

Long, Mrs. L. B., 431 S. Buchanan, Lafayette. 

Miles, Mrs. John M., 314 W. St. Mary, Lafayette. 

Montgomery, Mrs. J. B., 518 Oak Ave., Lafayette. 

Olivier, Mrs. C. K., 406 Oak Ave., Lafayette. 

Prejean, Mrs. L. A., Scott. 

Saloom, Mrs. C. J., 517 Oak Ave., Lafayette. 

Sonnier, Mrs. Lee, 840 S. Washington, Lafayette. 

Voorhies, Mrs. H. C., 318 W. St .Mary, Lafayette. 

Wynn, Mrs. Edward W., 312 St. Mary, Lafayette. 


LAFOURCHE PARISH 
Mrs. Philip Robichaux, President 


Brown, Mrs. J. W., Lockport. 

Chatelain, Mrs. L., Cut Off. 

Daunis, Mrs. C. R., 1109 Lafourche Drive, Thibo- 
daux. 

Jones, Mrs. Guy R., Lockport. 

Kern, Mrs. Leo, Thibodaux. 

Kleinpeter, Mrs. E. A., Thibodaux. 

Kleinpeter, Mrs. T. W., Thibodaux. 

Robichaux, Mrs. Philip, Raceland. 

Robichaux, Mrs. R. E., Raceland. 


ORLEANS PARISH 
Mrs. Anees Mogabgab, President 


(New Orleans) 


Alexander, Mrs. Lucien W., 4010 St. Charles Ave. 
Alexander, Mrs. Aubrey M., Jr., 300 S. Solomon St. 
Anderson, Mrs. Gilbert, 5521 Atlanta St. 
Andrews, Mrs. John D., 1643 State St. 

Alsobrook, Mrs. H. B., 450 Lowerline St. 
Archinard, Mrs. John J., 1241 N. Rampart St. 
Aymond, Mrs. Branch J., Jung Hotel. 

Bacon, Mrs. Edward F., 135 N. Alexander St. 
Bailey, Mrs. James, 1614 Pine St. 

Barkoff, Mrs. Sam, 8320 Palmetto St. 

Barnes, Mrs. G. C., 2407 General Taylor St. 
Batchelor, Mrs. J. M., 368 Jefferson Davis Ave. 
Battalora, Mrs. G. C., Box 147, Waveland. 
Beacham, Mrs. Dan W., 5228 Prytania St. 
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Bel, Mrs. George, 435 Broadway. 

Bernadas, Mrs. H. E., 2301 Esplanade Ave. 
Beranger, Mrs. E. J., 6315 Constance St. 
Bernhard, Mrs. Robert, 3427 S. Broad St. 
Bertucci, Mrs. Emile A., Sr., 3011 Napoleon Ave. 
Bethea, Mrs. Oscar, 1453 State St. 
Blackshear, Mrs. S. M., 623 Bourbon St. 
Blandino, Mrs. V. P., 5400 General Diaz St. 
Bloch, Mrs. Emile, 411 Broadway. 

Blum, Mrs. Henry N., 1837 State St. 

Boles, Mrs. James H., 716 Broadway. 
Boudreaux, Mrs. Philip A., 5400 York St. 
Bowie, Mrs. Eleazar R., 5345 St. Charles Ave. 
Boyce, Mrs. Fred F., 500 Audubon St. 
Braunstein, Mrs. Albert L., 3608 State St. 
Bres, Mrs. Edward S., Jr., 388 Broadway. 
Briel, Mrs. George, 339 W. Livingston Place. 
Brierre, Mrs. J. E., 4679 St. Roch Ave. 
Brierre, Mrs. J. Theodore, 4679 St. Roch Ave. 
Brown, Mrs. Charles L., 27 Neron Place. 
Brown, Mrs. Cuthbert J., 600 Polk Ave. 
Brewster, Mrs. H. F., 6501 Oakland Drive. 
Buffington, Mrs. Wiley R., Bienville Hotel. 
Burger, Mrs. Otto J., 2036 Palmer Ave. 
Burns, Mrs. Edgar, 4419 St. Charles Ave. 
Burt, Mrs. Lawrence, 2321 State St. 
Butterworth, Mrs. William, 3914 Prytania St. 
Caire, Mrs. Arthur, Jr., 2130 Octavia St. 
Cairns, Mrs. A. B., 2922 Bore St. 

Caldwell, Mrs. Guy A., 1640 State St. 
Campagna, Mrs. Maurice, 2912 Napoleon Ave. 
Ciaravella, Mrs. J. M., 3449 Gentilly Blvd. 
Carlomango, Mrs. Fernando, 2714 Esplanade Ave. 
Carter, Mrs. Phillips J., 3122 La. Ave. Parkway. 
Charbonnet, Mrs. L. Sidney, 2417 Broadway. 
Chetta, Mrs. Nicholas, 3823 Octavia St. 
Ciolino, Mrs. Jos. J., 4486 St. Roch Ave. 
Cohen, Mrs. Hymen L., 630 Burdette St. 
Cohn, Mrs. Isidore, No. 2 Everett Place. 
Cole, Mrs. C. Grenes, 4929 St. Charles Ave. 
Cole, Mrs. James C., 2207 Octavia St. 
Colvin, Mrs. Samuel Harvey, 1606 Pine St. 
Couret, Mrs. John S., 2135 General Pershing St. 
Countiss, Mrs. E. H., 6042 Prytania St. 
Daly, Mrs. O. P., 1578 Calhoun St. 

D’Antoni, Mrs. Joseph, 1825 Calhoun St. 
Danna, Mrs. Pascal, 1619 Eighth St. 
Davidson, Mrs. Jules Myron, 100 Fontainebleau Dr. 
DeBakey, Mrs. Michael E., 4719 Baronne St. 
Debuys, Mrs. Lawrence, 1417 Delachaise St. 
DeLaureal, Mrs. Boni, 3025 Prytania St. 
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De la Houssaye, Mrs. Roy, 4917 St. Charles Ave. 
Delery, Mrs. Lucien, No. 9 Forest Drive. 
Dempsey, Mrs. George J., 1236 Jackson Ave. 
De Reyna, Mrs. George, 8211 Apricot St. 
Diaz, Mrs. Walter, 1656 Dufossat St. 

Dicks, Mrs. John F., 1595 Exposition Blvd. 
Dozier, Mrs. Horace B., 8234 Palm St. 
Dubret, Mrs. John C., 1160 City Park Ave. 
Dunn, Mrs. John S., 8410 Pontchartrain Blvd. 
Dupuy, Mrs. Homer J., 4304 Coliseum St. 
Efron, Mrs. Bernard, 4108 Vendome Place. 
Ernst, Mrs. Oliver, 911 State St. 

Everett, Mrs. Peter, 543 Broadway. 

Faivre, Mrs. George W., 4333 S. Prieur St. 
Farwell, Mrs. David, 3311 St. Charles Ave. 
Fatter, Mrs. Esmond A., 5780 Argonne St. 
Feingold, Mrs. Marcus, 4206 St. Charles Ave. 


Feldner, Mrs. George D., 3818 La Ave. Parkway. 


Fenner Mrs. Erasmus D., 6323 St. Charles Ave. 
Fenno, Mrs. Fred, 1630 Napoleon Ave. 
Fontenelle, Mrs. Irwin, 3424 St. Claude Ave. 
Friedricks, Mrs. Andrew, 7903 Freret St. 
Gambino, Mrs. Frank, 2914 Esplanade Ave. 
Gaines, Mrs. S. R., 1619 Toulouse St. 

Garcia, Mrs. Manuel, 37 Neron Place. 

Garcia, Mrs. John E., 6414 Louis XIV St. 
Gardiner, Mrs. W. P., 212 Audubon Blvd. 
Gaethe, Mrs. George, 4223 S. Roman St. 
Gately, Mrs. Tracy, 4232 Vendome Place. 
George, Mrs. J. Schumard, 2526 Metairie Road. 
Gauthier, Mrs. William K., 103 Forest Ave. 


(Gretna) 


Gelbke, Mrs. Carroll, No. 8 Willow Drive. 


(New Orleans) 
Getzoff, Mrs. Paul, 3222 Napoleon Ave. 
Gillaspie, Mrs. W. A., No. 35 Versailles Blvd. 
Gooch, Mrs. John B., 3021 De Soto St. 
Goldberg, Mrs. Max, 2301 Joseph St. 
Golden, Mrs. Abe, 3706 Vincennes Place. 
Goldman, Mrs. Dan W., 2519 Napoleon Ave. 
Graffagnino, Mrs. Peter, 129 Woodlawn Drive. 
Granberry, Mrs. Carl, 4030 Vendome Place. 
Grant, Mrs. George B., 1328 Webster St. 
Gray, Mrs. Joel B., 127 Woodlawn Ave. 
Green, Mrs. Max M., 361 Bellaire Drive. 
Guidry, Mrs. Edwin R., 720 Broadway. 
Harms, Mrs. Herbert E., 6037 Prytania St. 


Harris, Mrs. William H., 1325 S. Carrollton Ave. 


Harris, Mrs. William, Jr., 101 F. Stadium Place. 
Harrison, Mrs. Roy B., 2327 Napoleon Ave. 











Hartwell, Mrs. Ralph M., 143 E. Oakridge Park. 
Hattaway, Mrs. M. M., 2814 State St. 

Hauser, Mrs. George H., 3625 St. Claude Ave. 
Hava, Mrs. Frank C., 506 Frenchmen St. 

Hebert, Mrs. Aynaud, 2013 Napoleon Ave. 
Hebert, Mrs. Warren, 70 Audubon Blvd. 
Hennington, Mrs. Mead, 5819 S. Galvez St. 
Henthorne, Mrs. J. C., 1445 Joseph St. 

Herault, Mrs. Pierre C., 3126 La. Ave. Parkway. 
Hines, Mrs. Merrell O., 501 Broadway. 


(Gretna) 
Hinderlang, Mrs. Floyd O., 805 Monroe St. 


(New Orleans) 


Holbrook, Mrs. Charles S., 1737 Calhoun St. 
Hopkins, Mrs. Jos. V., Jr., 800 N. Olympia St. 
Horack, Mrs. Harold, 1519 Exposition Blvd. 
Howles, Mrs. J. K., 1938 State St. 

Hunt, Mrs. Norman, 1333 Webster St. 
Hyman, Mrs. David, 4012 Vendome Place. 
Jacobs, Mrs. Adolph, 2616 Napoleon Ave. 
Jacobs, Mrs. Warren M., 3621 Cambronne St. 
Jamison, Mrs. Chaille, 1524 Seventh St. 
Jaubert, Mrs. Francis L., 5624 St. Charles Ave. 
Joachim, Mrs. Otto, 4605 St. Charles Ave. 
Jones, Mrs. Charles A., VA Hospital. 
Johnson, Mrs. C. M., 1205 Jefferson Ave. 
Johnson, Mrs. Max, 6017 Pasteur Blvd. 

Kahle, Mrs. H. R., 1523 Pleasant St. 

Kahle, Mrs. P. Jorda, 1525 Webster St. 

Kagy, Mrs. Edwin, 2618 Calhoun St. 

Kaplan, Mrs. Murrel, 4601 S. Claiborne Ave. 
Kelleher, Mrs. Robert C., 1462 State St. 
Kirkpatrick, Mrs. Milton E., 1426 St. Andrew St. 
Kittredge, Mrs. W. E., 5801 St. Charles Ave. 
Klinger, Mrs. Morris, 2021 Jena St. 

Knolle, Mrs. Wilkes, 4302 S. Roman St. 
Kohlman, Mrs. William, 1330 Eleanore St. 
Kuhn, Mrs. Lloyd, 4317 S. Miro St. 

Lacroix, Mrs. Paul G., 3132 State St. 

Landry, Mrs. Jerome E., 2336 Milan St. 
LaNasa, Mrs. Joseph, 4301 Delgado Drive. 
Lastrapes, Mrs. Paul B., 4459 Spain St. 
Lawson, Mrs. Edwin H., 7610 Nelson St. 
Leckert, Mrs. Edmund L., 1214 Nashville Ave. 
Leggio, Mrs. Louis, 8300 Sycamore St. 
LeJeune, Mrs. Francis E., 49 Audubon Blvd. 
Lemann, Mrs. I. I., 6110 St. Charles Ave. 
Letten, Mrs. A. H., 2301 Napoleon Ave. 
Levert, Mrs. Edward L., 7714 Jeanette St. 
Levy, Mrs. Louis, 25 Newcomb Blvd. 














Little, Mrs. Edgar H., 500 Hector Ave. 
Longo, Mrs. D. V., 2701 Octavia St. 
Loomis, Mrs. L. K., 234 Dorrington Blvd. 
Lynch, Mrs. M. G., 2024 Audubon St. 

Lynch, Mrs. Robert C., 1311 Webster St. 
Lyons, Mrs. Champ, 1207 State St. 

Lyons, Mrs. Marcy, 1735 Nashville Ave. 
Lyons, Mrs. Morgan, 19 Newcomb Blvd. 

Lyons, Mrs. Randolph, No. 19 Rosa Park. 
Lyons, Mrs. Shirley, 2619 Octavia St. 
Macdiarmid, Mrs. George, Pontchartrain Hotel. 
Magee, Mrs. Henry C., 4024 Vincennes Place. 
Mahorner, Mrs. Howard R., 1730 Palmer Ave. 
Mailhes, Mrs. Roger, 7800 Nelson St. 
Mallowitz, Mrs. M., 7333 Jeanette St. 

Marino, Mrs. Frank X., 8432 Palmetto St. 
Mattes, Mrs. A., 2419 Soniat St. 

May, Mrs. C. P., 416 Lowerline St. 

McComisky, Mrs. A. J., 4414 Galvez St. 
McLean, Mrs. Lee D., 1730 Audubon St. 
Mcllhenny, Mrs. Paul, 1313 Philip St. 

McNair, Mrsc. S. B., 4725 Franklin Ave. 
Meade, Mrs. Robert J., 8006 Sycamore St. 
Medina, Mrs. I., Jr., No. 2 Virignia Court. 
Menendez, Mrs. Joseph C., 4210 S. Broad St. 
Menville, Mrs. Leon, 66 Fontainebleau Drive. 
Meyer, Mrs. Monte F., 5525 S. Galvez St. 
Miangolora, Mrs. Charles, 4640 De Montluzin St. 
Michel, Mrs. M. L., 1591 Exposition Blvd. 
Miller, Mrs. M. O., 24 Audubon Place. 
Mogabgab, Mrs. Anees, No. 2 Versailles Blvd. 
Monte, Mrs. Louis A., 3216 La. Ave. Parkway. 
Moor, Mrs. Ruble, 1521 Amelia St. 

Mosely, Mrs. Kirk T., 3442 Vincennes Place. 
Mundt, Mrs. L. K., 1237 Jackson Ave. 
Murphy, Mrs. Daniel J., 127 S. Solomon St. 
Musser, Mrs. John H., 1129 Octavia St. 
Nadler, Mrs. Sam B., 3039 Octavia St. 

Nelson, Mrs. Edward W., 2224 Palmer Ave. 
Nix, Mrs. James T., 2140 S. Carrollton Ave. 
Nix, Mrs. Frank, 1516 North Line St. 

Ochs, Mrs. Louis, 5700 St. Charles Ave. 

Odom, Mrs. Charles B., 7821 Belfast St. 
O’Ferrall, Mrs. J. T., 1506 Louisiana Ave. 
Ochsner, Mrs. Albert 2nd, 505 Pontchartrain Dr. 
Oriol, Mrs. Raymond, 5215 S. Derbigny St. 
Owens, Mrs. Neal, 1806 Metairie Road. 
Parker, Mrs. J. Gray, 2416 Palmer Ave. 
Peacock, Mrs. Cassius L., 8415 S. Carrollton Ave. 
Perret, Mrs. J. M., 1305 S. Carrollton Ave. 
Phillips, Mrs. Ben, 3122 Jefferson Ave. 
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Phillips, Mrs. Percy A., 3113 La. Ave. Parkway. 
Polmer, Mrs. Nathan, 2207 Carondelet St. 
Prieto, Mrs. Alberto, 842 Broadway. 

Rateau, Mrs. Jules B., 6015 St. Charles Ave. 
Reddoch, Mrs. Jos. W., 62 Fontainbleau Drive. 
Reed, Mrs. W. A., 2730 Octavia St. 

Rein, Mrs. W. J., 3613 Napoleon Ave. 

Riera, Mrs. R. B., 825 Broadway. 

Renken, Mrs. Paul W., 21 Allard Blvd. 
Rivenbark, Mrs. W. C., 5915 Coliseum St. 
Robinson, Mrs. C. R., 2609 Nashville Ave. 
Roeling, Mrs. William, 4665 Franklin Ave. 
Roeling, Mrs. George F., 3501 Napoleon Ave. 
Rosenthal, Mrs. Jonas W., 5355 St. Charles Ave. 
Rosenthal, Mrs. Simon, 2632 Napoleon Ave. 
Rougelot, Mrs. Robert, Jr., 6368 Louis XIV St. 
Russell, Mrs. Howard, 1674 Jefferson Ave. 
Roy, Mrs. William A., 7530 St. Charles Ave. 
Salatich, Mrs. Blaise, 2312 Napoleon Ave. 


(Algiers) 
Saleeby, Mrs. J. P., 710 Belleville St. 
(New Orleans) 


Sanders, Mrs. John, 6100 St. Charles Ave. 
Schlesinger, Mrs. Lee C., 10 Newcomb Blvd. 
Seebold, Mrs. Herman, 2504 Prytania St. 

Segal, Mrs. Allan, 3132 State St. Drive. 
Sellers, Mrs. T. B., 1442 Nashville Ave. 
Silverman, Mrs. Dan N., 47 Versailles Blvd. 
Simmons, Mrs. R. S., 33 Fontainbleau Drive. 
Simon, Mrs. Sidney K., 465 Audubon Blvd. 
Simon, Mrs. Theodore, 1300 Third St. 

Smith, Mrs. Earl Conway, 3426 Upperline St. 
Smith, Mrs. Victor C., 2016 Calhoun St. 
Smyth, Mrs. John, No. 7 Richmond Place. 
Socola, Mrs. Edwin, 1219 Broadway. 

Sodeman, Mrs. W. A., 2037 General Taylor St. 
Soniat, Mrs. Theo. L., 2807 Calhoun St. 
Souchon, Mrs. Edmond, 3126 Octavia St. 
Souchon, Mrs. Marion, 3530 Octavia St. 

Steele, Mrs. C. H., 2920 Bore St. 

St. Martin, Mrs. Maurice, 1920 Audubon St. 
Stern, Mrs. Sol., 624 Broadway. 

Stone, Mrs. J. Kelly, 72 Fontainebleau Drive. 
Sustendal, Mrs. George F., 1128 Nashville Ave. 
Taquino, Mrs. George, 18 Fontainebleau Drive. 
Tedesco, Mrs. Ignatius, Jr., 3435 Metairie Road. 
Tedesco, Mrs. Victor, 3732 Canal St. 
Teitelbaum, Mrs. M. D., 1543 Exposition Blvd. 
Tessitore, Mrs. N. J., 3934 Canal St. 
Thiberge, Mrs. N. F., 497 Walnut St. 
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Thomas, Mrs. H. Ashton, 5968 Canal Blvd. 
Thomas, Mrs. E. Perry, 1331 Philip St. 
Tiblier, Mrs. Sidney L., Jr., 1220 N. Lopez St. 
Tiblier, Mrs. Philip M., 2028 Calhoun St. 
Tomskey, Mrs. Gilbert, 1539 Philip St. 
Treadway, Mrs. James L., 3832 Cambronne St. 
Unsworth, Mrs. H. R., 1215 Seventh St. 
Vickery, Mrs. Eugene, 1220 Jefferson Ave. 
Vickery, Mrs. George, 4922 Baronne St 
Voorhies, Mrs. Norton, 636 Pine St. 

Van Studdiford, Mrs. M. T., 538 St. Peter St. 
Vincent, Mrs. Richard, 1237 Jackson Ave. 
Wagner, Mrs. William, 7030 Canal Blvd. 
Wahl, Mrs. Carl N., 6317 Barret St. 

Walls, Mrs. Garland, 2203 Joseph St. 
Walters, Mrs. Charles, 74 Neron Place. 
Ward, Mrs. Simon, 1442 Nashville Ave. 
Warren, Mrs. J. W., 490 Audubon Blvd. 
Watters, Mrs. Theo., 1508 Pine St. 

Weed, Mrs. John P., 816 Burdette St. 
Weilbacher, Mrs. J. O., Jr., 5826 Clara St. 
Weil, Mrs. James S., Jr., 721 Burdette St. 
Weil, Mrs. Arthur, No. 6 Cromwell Place. 
Weinberger, Mrs. Herbert, 4108 Vendome Place. 
Weinstein, Mrs. B. B., 1316 Broadway. 
Wild, Mrs. F. A., 8117 Freret St. 

Wirth, Mrs. Willard, 402 Vincent Ave. 
White, Mrs. J. Arthur, 8427 Pritchard Place. 
Zander, Mrs. Edwin L., 1100 City Park Ave. 
Zurik, Mrs. Samuel, 7740 Belfast St. 
Alldredge, Mrs. R. H., 1414 Eleanore St. 


(Gretna) 
Atkinson, Mrs. J. W., 1009 Amelia Ave. 


(New Orleans) 
Ane, Mrs. Joseph N., 3221 State St. Drive. 
Koelle, Mrs. Marcus, 1643 N. Claiborne Ave. 
Landfried, Mrs. C. J., 7828 Fig St. 
Lindner, Mrs. John W., 915 Bourbon St. 
Silber, Mrs. Mendel, 1735 General Pershing St. 
Bowers, Mrs. S. E., 4923 S. Johnson St. 
Buck, Mrs. Richard L., 1631 Seventh St. 


(Algiers) 

Landry, Mrs. Durel, 1115 Numa St. 

(New Orleans) 
Brewer, Mrs. Fred W., 1226 Aline St. 
Browne, Mrs. Donovan C., 4920 St. Charles Ave. 
Lund, Mrs. Curtis J., 2235 Marengo St. 
Wells, Mrs. Joe, 2326 Jefferson Ave. 
Vella, Mrs. Joseph, 1221 Henry Clay Ave. 


Auxiliary 















Black, Mrs. Clarence E., 1525 Verna St. 
Brown, Mrs. Arthur Bernard, 1422 Constantinople 
Graffagnino, Mrs. Peter, 1434 Amelia St. 
Grosjean, Mrs. Sam B., 6223 La Salle St. 
Healy, Mrs. William J., 2717 Octavia St. 
Levy, Mrs. Leopold, 4208 Vendome Place. 
Mary, Mrs. Amedee, 179 Bellaire St. 

Popkin, Mrs. Hugo J., 4219 La Salle St. 
Reed, Mrs. Kohlman, 2720 Octavia St. 
Schoeny, Mrs. Leo. J., 27 Versailles Blvd. 
Signorelli, Mrs. Anita, 3228 Canal St. 

Tiblier, Mrs. Sidney I., 639 Broadway. 

Wahl, Mrs. J. P., 236 Audubon Blvd. 

Williams, Mrs. O. C., U. S. Marine Hospital. 
Wolfe, Mrs. Frederick J., 5825 Fontainbleau Dr. 
Boyer, Mrs. Richard C., 4975 Miles Drive. 
Brau, Mrs. Kermit, 38 Rio Vista. 

Cabibi, Mrs. Carlo P., 3027 Paris Ave. 
Cabiren, Mrs. Louis P., 5902 Dauphine St. 
Emory, Mrs. Mayo L., 4615 Perrier St. 

Fuchs, Mrs. Val H., 1625 Broadway. 

Gessner, Mrs. Herman B., 119 Audubon Blvd. 
Longacre, Mrs. Alfred B., 2324 Lowerline St. 
Rose, Mrs. Robert M., 8403 Stroelitz St. 
Tuman, Mrs. Walter C., 3227 State St. Drive. 
Wilson, Mrs. Julius, 3001 Coliseum St. 

Morris, Mrs. Harry D., 1430 Second St. 





OUACHITA PARISH 
Mrs. A. Scott Hamilton, President 


Anderson, Mrs. D. L., 1503 Forsythe, Monroe. 
Armstrong, Mrs. A. T., 1315 N. 3rd, Monroe. 
Bendel, Mrs. W. L., 1200 N. 3rd. Monroe. 
Bennett, Mrs. F. C., 301 K., Monroe. 

Brin, Mrs. A. R., Monroe. 

Calvert, Mrs. E. G., 109-Cypress, West Monroe. 
Cannon, Mrs. Faheam, Monroe. 

Carroll, Mrs. E. L., Columbia. 

Collins, Mrs. H. V., 1413 N. 2nd., Monroe. 

Coon, Mrs. Henson S., 601 Auburn, Monroe. 
Cutler, Mrs. Haydn, 624 Loop Road, Monroe. 
Cummins, Mrs. J. W., 3910 Spurgeon, Monroe. 
Flinn, Mrs. C. B., 2309 Myrtle, Monroe. 

Gallaspy, Mrs. Glenn T., 209 N. 7th., West Monroe. 
Gray, Mrs. C. P., 115 Leuisville, Monroe. 

Gray, Mrs. C. Prentice, Jr., 1200 Fairview, Monroe. 
Guerriero, Mrs. Henry E., 504 Speed, Monroe. 
Hamilton, Mrs. A. Scott, 1300 Island Dr., Monroe. 
Hill, Mrs. C. H., 1617 Park Ave., Monroe. 
Hirsch, Mrs. D. I., 301 Hudson Lane, Monroe. 
Hunter, Mrs. Melville W., Loop Road, Monroe. 








‘oe. 


‘oe. 


roe. 





Johnson, Mrs. C. U., 504 Forsythe, Monroe. 





La Cour, Mrs. B. J., 607 Glenmar, Monroe. 
Lobrano, Mrs. Charles M., 2808 Gordon, Monroe. 
Marx, Mrs. Fred A., 2213 Jasmine, Monroe. 
McConnell, Mrs. J. E., 1509 N. 5th., Monroe. 
McHenry, Mrs. A. G., 1810 Riverside, Monroe. 
Milam, Mrs. D. T., 1704 Island Drive, Monroe. 
Miller, Mrs. Arthur V., 211 Telemaque, Monroe. 
Moore, Mrs. D. M., 1209 Park Ave., Monroe. 
Pankey, Mrs. J. H., Ferriday. 

Perot, Mrs. Phanor L., 1405 Park Ave., Monroe. 
Peters, Mrs. A. L., Edgewater Gardens, Monroe. 
Rizzo, Mrs. Frank P., 1111 N. 4th., Monroe. 
Sampognaro, Mrs. V. J., 3402 DeSiard, Monroe. 
Schonlau, Mrs. James W., 1800 N. 5th., Monroe. 
Shlenker. Mrs. L. L., 504 Hilton, Monroe. 
Simonton, Mrs. R. Morgan, 702 Hilton, Monroe. 
Snelling, Mrs. John G., 2101 Marie, Monroe. 
Spencer, Mrs. B. E., Sterlington. 

Summer, Mrs. W. Carroll, 1614 Jackson, Monroe. 
Talbot, Mrs. Ralph, 200 Arkansas, Monroe. 
Tisdale, Mrs. A. D., 2924 Gordon, Monroe. 
Varino, Mrs. George A., 211 Pine, Monroe. 
Vaughan, Mrs. J. B., 305 K., Monroe. 

Walsworth, Mrs. J. E., 301 Park Ave., Monroe. 
Webster, Mrs. W. Harrell, 1700 N. 2nd., Monroe. 
Wilds, Mrs. Charles E., Jr., 112 Glenmar, Monroe. 
Willey, Mrs. Felix J., Mer Rouge. 

Wolff, Mrs. Irving J., 1514 Park Ave., Monroe. 
Wright, Mrs. George W., 1005 S. Grand, Monroe. 
Yancey, Mrs. Cyril T., 203 Mulberry, Monroe. 
McHenry, Mrs. M. A., 1000 Jackson, Monroe. 
Murphey, Mrs. J. W., 1012 Jackson, Monroe. 
Pracher, Mrs. John, 1403 Emerson, Monroe. 
Sheppard, Mrs. F. C., Monroe. 


RAPIDES PARISH 
Mrs. James A. White, President 
Antony, Mrs. O. O., 1931 Vance Ave., Alexandria. 
Antony, Mrs. S. O., 1931 Vance Ave., Alexandria. 
Barber, Mrs. D. B., 1911 Military Highway, Pine- 
ville. 
Barker, Mrs. H. O., Horseshoe Dr., Alexandria. 
Blake, Mrs. B. C., Lecompte. 
Brian, Mrs. N. M., Jr., 2333 Hill St., Alexandria. 
Calhoun, Mrs. S. L., 2241 Thornton Ct., Alexan- 
dria. 
Cappel, Mrs. J. T., 1741 Thornton Ct., Alexandria. 
Chicola, Mrs. V. F., 1710 Stanford St., Alexandria. 
Culpepper, Mrs. A. L., 226 Bolton Ave., Alexan- 
dria. 
Fendler, Mrs. Ben, 2117 Marye St., Alexandria. 
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Forsyth, Mrs. H. P., 2010 Jackson St., Alexandria. 
Foster, Mrs. M. H., 2107 Albert St., Alexandria. 


Foster, Mrs. Robert H., Central La. Hospital 
Grounds, Pineville. 

Freiman, Mrs. M. S., Central La. Hospital 
Grounds, Pineville. 

Gahagan, Mrs. H. C., 823 City Park Blvd., Alex- 
andria. 

Gandy, Mrs. E. R., 1937 Jackson St., Alexandria. 

Gremillion, Mrs. L. D., 2038 Albert St., Alexandria. 

Hair, Mrs. M. J., Lecompte. 

Hardy, Mrs. H. H., Jr., 24830 Midway, Alexandria. 

Herrington, Mrs. C. P., 2510 Avenue A, Alexan- 
dria. 

Honigman, Mrs. M., 2006 Turner St., Alexandria. 

Jones, Mrs. Earl, 631 Jackson St., Alexandria. 

Kingsley, Mrs. D. M., 2779 Hill St., Alexandria. 

Lett, Mrs. J. R., Lecompte. 

Lampert, Mrs. Ralph, Park Place Dr., Alexandria. 

Landrum, Mrs. J. H., 2203 White St., Alexandria. 

Masterson, Mrs. R. G., 2825 Vance St., Alexandria. 

McBride, Mrs. Wm. McG., 1836 Albert St., Alex- 
andria. 

Miller, Mrs. R. E. C., 1732 White St., Alexandria. 

Owens, Mrs. O. B., 1026 Bolton Ave., Alexandria. 

Packer, Mrs. James M., 1776 Jackson St., Alex- 
andria. 

Parrott, Mrs. R. U., 2451 Alma St., Alexandria. 

Pearce, Mrs. Maunsel B., 1001 City Park Blvd., 
Alexandria. 

Pincus, Mrs. E. R., 2206 Jackson St., Alexandria. 

Pierson, Mrs. Clarence, Mimosa Place, Alexandria. 

Quantz, Mrs. H. C., Masonic Drive, Alexandria. 

Rand, Mrs. Paul King, 2736 Georges Land, Alex- 
andria. 

Richardson, Mrs. Orville J., 208 Fairmount, Pine- 
ville. 

Rozier, Mrs. John S., 2442 Northview Drive, Alex- 
andria. 

Scott, Mrs. R. C., Lecompte. 

Smith, Mrs. C. W., 1936 Thornton Ct., Alexandria. 

Texada, Mrs. B. H., 1740 White St., Alexandria. 

Uhrich, Mrs. E. C., 2327 Vance St., Alexandria. 

Wallace, Mrs. R. B., Jr., 607 20th St., Alexandria. 


Welch, Mrs. James, Central Hospital Grounds, 
Pineville. 


Welch, Mrs. James W., 529 Park Place Drive, 
Alexandria. 

White, Mrs. H. A., 2613 Vance, Alexandria. 

White, Mrs. James A., Jr., 1720 Jackson St., Alex- 
andria. 

Winters, Mrs. A. C., Veterans Hosp., Alexandria. 
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ST. TAMMANY PARISH 
Mrs. Roy Carl Young, President 
Cannon, Mrs. Herbert E.,-1515 Louisiana, Coving- 
ton. 
Gautreaux, Mrs. Henry E., 1914 Virginia, Cov- 
ington. 
Griffith, Mrs. J. K., Slidell. 
Healy, Mrs. Thomas J., 23rd. Avenue, Covington. 
Warren, Mrs. Beauregard B., 621 Rutland, Cov- 
ington. 


Young, Mrs. Roy Carl, 1811 Jahncke Ave., Cov- 
ington. 


TANGIPAHOA PARISH 
Mrs. M. Scarle, President 
Alessi, Mrs. C. D., Hammond. 
Cali, Mrs. S. J., Hammond. 
Dileo, Mrs. S. J., Independence. 
Feder, Mrs. A. J., Hammond. 
Genovese, Mrs. C. R., Independence. 
Lipscomb, Mrs. C. P., Ponchatoula. 
Montagnino, Mrs. A. T., Independence. 
Rosen, Mrs. I. L, Springfield. 
Searle, Mrs. M., Hammond. 
Scott, Mrs. G. T., Ponchatoula. 
Thames, Mrs. D., Hammond. 
Wiginton, Mrs. M. C., Hammond. 


TERREBONNE PARISH 
Mrs. S. Ernest Ellender, President 
Collins, Mrs. Samuel Clark, 735 Verret St., Houma. 
Eliender, Mrs. S. Ernest, Crescent Blvd., Houma. 
Ellender, Mrs. Rudolph, Gabasse St., Houma. 


Ellender, Mrs. Williard A., Bayou Black Route, 
Houma. 


Houston, Mrs. Matt F., 709 Barrow St., Houma. 
Landry, Mrs. Saul F., Bayou Black Dr., Houma. 
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St. Martin, Mrs. Roy, Morningside, Houma. 


St. Martin, Mrs. Thaddeus I., West Park Ave., 
Houma. 


VERNON PARISH 
Mrs. W. Marvyn Johnson, President 

Blanchard, Mrs. Neal Davidson, 907 Dennis Ave., 
Leesville. 

Broyles, Mrs. Joseph Edison, 1301 Aaron Ave., 
Leesville. 

Byrd, Mrs. Edwin Henry, 1305 Texas St., Lees- 
ville. 

Johnson, Mrs. William Marvyn, 804 Dennis Ave., 
Leesville. 

Reid, Mrs. William Edward, 800 West Third St., 
Leesville. 

Shaw, Mrs. Edgar Molloy, 1501 Texas St., Lees- 
ville. 

Talbot, Mrs. Milton William, 1001 Fifth St., Lees- 
ville. 

Younger, Mrs. 
Kurthwood. 


John Baker, Younger Hospital, 


SECOND DISTRICT 
Mrs. P. A. Donaldson, President 


Campbell, Mrs. Steve, Hymel. 
Donaldson, Mrs. P. A., Reserve. 


MEMBERS-AT-LARGE 
Horton, Mrs. Charles, Franklin. 
Langford, Mrs. Carl, Ruston. 
Nolan, Mrs. Leonard S., Jackson. 
Smith, Mrs. Glen, Jackson. 
Wise, Mrs. Charles, Angola. 


Gauthier, Mrs. Wm. Kohlman, 310 Codifer Blvd., 
New Orleans. 


St. Amant, Mrs. Alvin, Reserve. 
Landry, Mrs. P. T., Norco. 


Loomis, Mrs. L. K., 234 Dorrington, New Orleans. 








